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Person of the Month: Erik Erikson (1902-1994) 

Ankit Patel 1 


Born 

Died 

Citizenship 
Known for 
Fields 


15 June 1902 

Fra nk furt am Main, Hesse, Germany 
12 May 1994 

Harwich, Cape Cod, Massachusetts, U.S. 
American, German 
Theory on social development 
Developmental psychologist 


Erik Homburger Erikson was a German-born American developmental psychologist and 
psychoanalyst who pioneered in the world of child psychology by giving his development theory 
with his ‘eight psychosocial stages’. He was born in Fra nk furt in unusual circumstances in which 
his mother did not conceive him through her husband but he never got to know who his 
biological father was. It is said that the history of his birth is something that triggered the need in 
him to pursue the concept of identity and it is how he gave the world the psychological term 
‘identity crisis’, a major contribution to the world of psychology and psychoanalysis. He grew up 
in Gennany and came in contact with the world of psychoanalysis when he met Sigmund Freud’s 
daughter Anna Freud. He studied psychoanalysis at the Vienna Psychoanalytic Institute but Nazi 
invasion of Germany led to his emigration to America. In America, Erikson found a wide scope 
to practice psychoanalysis on children in Boston and worked at various medical institutes, 
including the Harvard University and California University. He studied the psychology of 
children from various social structures, environments, emotional and psychological issues and 
compiled his observations in the most prominent book of his career, ‘Childhood and Society’. 
Erikson is also credited with being one of the originators of Ego psychology, which stressed the 
role of the ego as being more than a servant of the id. According to Erikson, the environment in 
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which a child lived was crucial to providing growth, adjustment, a source of self-awareness and 
identity. Erikson won a Pulitzer Prize and a U.S. National Book Award in category Philosophy 
and Religion for Gandhi’s Truth (1969), which focused more on his theory as applied to later 
phases in the life cycle. 

The Erikson life-stage virtue, in order of the eight stages in which they may be acquired, are: 

1 . Hope, Basic trust vs. basic mistrust 

2. Will, Autonomy vs. Shame 

3. Purpose, Initiative vs. Guilt 

4. Competence, Industry vs. Inferiority 

5. Fidelity, Identity vs. Role Confusion 

6. Love, Intimacy vs. isolation 

7. Care, Generativity vs. stagnation 

8. Wisdom, Ego integrity vs. despair 

9. Psychosocial Crises 

Most Cited works 

1. Childhood and Society (1950) 

2. Young Man Luther. A Study in Psychoanalysis and History (1958) 

3 . Identity: Y outh and Crisis (1968) 

4. Gandhi’s Truth: On the Origin of Militant Nonviolence (1969) 

5. Adulthood (edited book, 1978) 

6. Vital Involvement in Old Age (with J.M. Erikson and H. Kivnick, 1986) 

7. The Life Cycle Completed (with J.M. Erikson, 1987) 


TIMELINE 


• 1902 : Erik Erikson was born in Frankfurt, Gennany to Karla Abrahamsen and Waldemar 
Isidor Salomonsen, who was a Jewish stockbroker. He was bom to his mother under the 
circumstances where his mother had not seen his father for several months. He was 
registered as Erik Salomonsen at birth and there is no infonnation available about his 
biological father. Shortly after he was born, his mother moved to Karlsruhe to become a 
nurse and got remarried to a pediatrician, Theodor Homburger. 

• 1908 : Erik Salomonsen's name was changed to Erik Homberger. 

• 1911 : Erickson was officially adopted by his stepfather, Theodor Homburger and he 
became Erik Homburger. The story of his birth was kept from him for a long time and he 
grew up not knowing who his real father was. 

• 1930 : Erikson married Joan Serson Erikson and remained married to her until his death. 
They had 4 children together. His son, Kai T. Erikson is a prominent American 
sociologist. 
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1931 : Erikson married Joan Mowat Serson, a Canadian dancer and artist whom Erikson 
had met at a dress ball. During their marriage Erikson converted to Christianity. 

1933 : He received his diploma from the Vienna Psychoanalytic Institute. This and his 
Montessori diploma were to be Erikson’s only earned academic credentials for his life's 
work. 

1933 : While Erikson was being trained in psychoanalysis, Nazis took over Gennany and 
he had to leave the country. He first moved to Denmark and then emigrated to States 
where he became the first child psychoanalyst in Boston. 

1933 : With Hitler's rise to power in Gennany, the burning of Freud's books in Berlin and 
the potential Nazi threat to Austria, the Eriksons left an impoverished Vienna with their 
two young sons and emigrated to Copenhagen. Unable to regain Danish citizenship 
because of residence requirements, the Eriksons left for the United States, where 
citizenship would not be an issue 

1936 : Erikson joined Harvard University and worked at the Institute of Human Relations, 
while teaching at the Medical School. Side by side, he was also studying a set of children 
on a Sioux reservation in South Dakota. 

1937 : Erikson left Harvard and joined the staff of the California University in 1937. He 
associated with the Institute of Child Welfare there and opened his private practice. He 
also devoted his time in studying the children of the Yurok tribe. 

1939 : He left Yale, and the Eriksons moved to California, where Erik had been invited to 
join a team engaged in a longitudinal study of child development for the University of 
California at Berkeley's Institute of Child Welfare. 

1950 : After publishing the book, Childhood and Society, for which he is best known, 
Erikson left the University of California when California’s Levering Act required 
professors there to sign loyalty oaths. 

1950 : All of his observations of children of different environments and breeds led to 
compilation of the most famous book of his psychology career, ‘Childhood and Society’ 
in 1950. The book introduced the world to the concept of ‘identity crisis’. 

1960 : He returned to Harvard as a professor of human development. 

1960 : He went back to Harvard University and took the position of professor of human 
development and worked until his retirement and after his formal retirement he wrote on 
various subjects of psychology along with his wife. 

1969 : Erikson won a Pulitzer Prize for the contribution in the field of psychology through 
his writings and a U.S. National Book Award in category Philosophy and Religion for his 
book ‘Gandhi’s Truth (1969)’. 

1973 : The National Endowment for the Humanities gave an opportunity to Erikson to 
lecture at the Jefferson Lecture, the United States' highest honor for achievement in the 
humanities. His lecture was called "Dimensions of a New Identity". 
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• 1973 : The National Endowment for the Humanities selected Erikson for the Jefferson 
Lecture, the United States' highest honor for achievement in the humanities. Erikson’s 
lecture was titled "Dimensions of a New Identity" 

• 1994 : Erikson died on May 12, 1994 in Harwich, Massachusetts. He and his wife are 
buried in the First Congregational Church Cemetery in Harwich. 
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Emotional Adjustment in Couples During and After a Failed IVF 

Procedure: A Systematic Review 

Dr. Rishi Mishra 1 *, Mr. Ashwani Mohan 2 


ABSTRACT 


This review aims to access the emotional setbacks and changes faced by couple who start with 
the IVF treatment and face a negative outcome after the treatment. It systematically analyses the 
level of anxiety faced by the couple before, during and after the IVF treatment cycles. Studies 
show that unsuccessful treatment raised the couple’s anxiety level and the levels of negative 
emotions, which showed significant presence even after consecutive unsuccessful cycles. Further 
findings indicated that unsuccessful IVF couples reported more emotional distress relative to 
those whom treatment had worked and females in particular experienced more psychosocial 
stress as compared with males. Couples who had at least one child prior to IVF treatment 
experienced greater emotional distress at follow-up. These couples felt less supported by the IVF 
Unit staff and were less satisfied with the counseling they received. The results highlighted the 
importance of post-treatment counseling when treatment is unsuccessful. 


Keywords: Anxiety/Depression/Emotional Response/Fertility Treatment/IVF/ Adjustment 

IVF (in vitro fertilization) is the most common fonn of ART (Assisted Reproductive 
Technology) for pregnancy issues. If the fallopian tubes are not properly functioning or the 
sperm is of poor quality, it turns out to be the only treatment left. Since its inception it has 
proved to be a remarkable pregnancy treatment even in women with hopelessly damaged 
fallopian tubes, seemingly sterile husbands, and even “unsolved” infertility. 

According to The Society for Assisted Reproductive Technology (SART) the chances in young 
and fertile couple is just a 15-20% to conceive naturally in any one .Women with top chances of 
IVF success have per-cycle success rates of 40% or higher, while the majority of women have 
per-cycle success rates of 20-35%. [1,2] In reality, the IVF success is affected by many factors in 
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addition to age, such as your height, weight, ovarian reserve tests, sperm count, reproductive 
history, and clinical diagnoses. [3] 

Because of these issues the emotional adjustment to IVF has received ample attention in clinical, 
descriptive and empirical studies [4]. These studies have primarily addressed the taxing 
consequences of infertility and its management. Using representative samples and standardized 
measures, empirical research conducted in the 1980s, however, demonstrated that, in general, 
infertile couple does not differ significantly from control or norm groups on emotional aspects 
[5]. This review demanded that longitudinal and prospective studies were needed to sustain these 
results and to uncover infonnation about groups at risk of emotional troubles as a result of 
unsuccessful fertility treatment. 

Recent years have seen a substantial expansion of research efforts into couple’s emotional 
adjustment to IVF. A systematic and comprehensive overview of over the last 25 years 
specifically targets the process and the multidimensional character of emotional adjustment to 
unsuccessful treatment [5]. 


METHODOLOGY 


This review comprises a number of researches and studies published in peer reviewed journals, 
the electronic databases of Medline, PubMed and Psychlnfo. Articles pertaining to Emotional 
distress related to fertility issues and IVF were examined. 

The level of anxiety and emotional stress faced by the couple before IVF treatment cycles 
In the review process we consider the psychological adjustment mechanism in relation to the 
diverse characteristics and stages of the medical course of action by differentiating between the 
different cycles of an IVF treatment .The number of treatment options left could easily determine 
the emotional response to the treatment and its outcome. For the same reason, this review 
exclusively focuses on IVF as it is nearly always the last treatment option for couples with 
fertility problems. Accordingly, we do not consider studies on emotional adjustment to less 
invasive treatment options such as intrauterine insemination. 

IVF is a multidimensional stressor; the treatment itself constitutes the primary stressor and is 
most likely to evoke anxiety. The unpredictable outcome of the treatment is another major stress 
inducing agent, more likely to evoke feelings of depression [6], 

Following stress-coping models on adjustment to a chronic stressor, our review regards the 
emotional response to IVF in terms of anxiety, depression and general distress. Aspects of 
coping skills, social support and personality characteristics are considered determinants of the 
emotional response and are thus taken into account as risk and protective factors to explain 
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individual differences in emotional response to unsuccessful IVF based on stress-coping models 
[6, 7, 8] 

A sound insight into such risk and protective factors would facilitate the identification of couple 
at risk of experiencing emotional problems and foster the development of preventative and 
tailored support. 

Emotional response to IVF Pretreatment emotional adjustment 

Nine studies investigated emotional adjustment before the start of fertility treatment. Six studies 
provided information about pretreatment depression levels using different inventories: three used 
the Beck Depression Inventory (BDI) (Beck et al., 1961), one the Symptom Checklist (SCL-90) 
(Derogatis et al., 1973), one the Centre for Epidemiologic Studies Depression Scale (CES-D) 
(Radloff, 1977) and two the Profile of Mood States (POMS) (McNair et al., 1971). 

Result of Studies: None of the studies reported differences in depression between the IVF 
patients and norm groups. All studies also assessed anxiety, most frequently the STAI 
(Spielberger, 1983) or SCL-90. With respect to state anxiety, four studies did not report 
differences with norm groups [9], whereas five showed enhanced pretreatment levels of state 
anxiety. [10] 

Pretreatment anxiety scores on the STAI differed considerably. This is partly explained by the 
differences in nonns, may be because of cultural aspects and the type of norm group. As anxiety 
scores differ per age and sex, nonnative data should match these variables. However, most 
studies failed to provide information about the characteristics of the nonn groups. 

Still, the differences in nonn groups could not explain the considerable differences in 
pre treatment state anxiety levels even within one country. [1 l]The time in which the study was 
conducted (i.e. just after the introduction of IVF or more recently) could not explain the disparity 
in the state anxiety findings nor were there differences related to type of sample. 

In addition, the variations were also present in studies assessing state anxiety at more or less the 
same moment: immediately before the start of the medication. Nor could age differences explain 
the variations: the mean age of the couple participating in the studies varied from 32 to 34 years. 
It is known that ways of communicating fertility problems and treatment possibilities, just as the 
method of delivering information, tend to influence the patients’ emotional responses before the 
start of IVF. 

The differences in pretreatment emotional adjustment may hence have been attributable to the 
different patient approaches the studies adhered to, but, unfortunately, the studies presented did 
not provide any details on these aspects of their procedures. 
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All but one study assessed anxiety with general inventories that were unrelated to the fertility 
problem. Of special interest is the study by Fekkes et al. (2003) that took both general and 
fertility related emotional problems into account. It found no deviations from the nonn groups on 
the general instruments but did report higher levels of emotional complaints for the fertility 
related measures (Fekkes et al., 2003). 

In summary, we can say that before the start of the treatment, in general, IVF patients did not 
disagree from norm groups with respect to depression levels, whereas the results on state anxiety 
were ambiguous: some studies showed elevated levels in the patients, other studies found no 
difference compared to norm groups. 

The level of anxiety faced by the couple in between the IVF treatment cycles 
In this five studies assessed couple’s anxiety and general distress during the course of one 
treatment cycle[12,13].The study of Boivin and Takefman (1995) warrants special mention 
because they evaluated the entire course of the IVF treatment cycle by having the couple keep a 
daily record of subjective general distress, starting at day 1 of the cycle and ending after the 
result of the pregnancy test had been obtained. 

Distress levels did not show remarkable changes in the first segment of the treatment cycle, 
despite a slight increase at OPU. A more significant increase of distress was reported at the end 
of the cycle, just before the pregnancy test (Boivin and Takefman, 1995). Other studies, too, 
indicated a similar increase in distress during the course of the cycle. Overall, OPU and 
pregnancy test proved to constitute the most stressful stages of the IVF cycle [12,13], 

Emotional adjustment after the IVF treatment cycles 

Six studies repeated their assessments of couple’s emotional response before and after one or 
more treatment cycles .Three are of special interest because they discussed the results of couple 
after both successful and unsuccessful treatments [14] Hynes et al., 1992; Lok et al., 2002) 
investigated the emotional response to unsuccessful treatment only. 

The most consistent finding reported by three studies was an increase in depression after one or 
more unsuccessful treatment cycles showing significant interaction effects between time and 
treatment outcome [14]. 

Results: The results with respect to anxiety after unsuccessful treatment were less consistent: of 
the three studies that assessed anxiety, two showed an increase in anxiety levels relative to 
baseline after unsuccessful treatment [16]: time l I I outcome: F = 6.5; P < 0.01; Newton et al., 
1990: time: F = 25.2; P < 0.01). 
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Visser et al. (1994) did not find any pre-post-treatment differences. However, the results of the 
latter study are difficult to interpret because the researchers differentiated between subgroups 
based on the number of treatment cycles before pregnancy. 

Only one study evaluated the course of anxiety and depression several months after treatment 
conclusion and reported no recovery from enhanced anxiety and depression levels in this period 
after unsuccessful treatment [15,16]. 

The results with respect to the emotional adjustment to successful treatment consistently showed 
equally low or decreased pre-to-post-treatment anxiety and depression levels, reflecting that 
negative emotions regarding IVF disappear after successful treatment. 

In general, unsuccessful treatment tends to evoke an increase of at least depressive symptoms, 
which continue for a longer period of time after treatment. 

The pre-post results are based on averages of the emotional adjustment observed in couple after 
successful and unsuccessful treatment Studies investigating emotional response during one 
treatment cycle DACL, Depression Adjective Checklist (Lubin, 1981); MAACL, Mean Affect 
Adjective Checklist (Zuckerman and Lubin, 1965); PANAS, Positive and Negative. Affect Scale 
(Watson et al., 1988); POMS, Profile of Mood States (McNair et al., 1971); STAI, Spielberger 
State in Trait Anxiety Inventory (Spielberger, 1983). 

Verhaak et al. (2001). Couple who may have clinical levels of emotional problems constitute a 
group that may also need additional psychological support during fertility treatment. Three 
studies reported proportions varying from 10 (Lok et al., 2002) to 25% (Verhaak et al., 2005b; 
Newton et al., 1990) of couple with clinically relevant levels of depression after one or more 
unsuccessful treatment cycles. 

Although most of the couple therefore seem to adjust well to unsuccessful treatment, a 
considerable number of patients might be eligible for supplemental counseling. 

Long-term post-treatment emotional adjustment 

The six studies we found on long-term emotional adjustment to IVF that met the criteria for 
review there were no longitudinal studies on the emotional response of couple after IVF 
treatment had been abandoned. There were two cross-sectional studies that compared the 
emotional adjustment of couple after unsuccessful treatment with that of couple after successful 
IVF [15]. 

Remarkably, Hammarberg et al. (2001) did not report any differences in emotional status 
between these two contrasting groups several years after treatment cessation. In contrast, the 
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earlier study by Freeman et al. (1987) did find higher levels of depression in the couple who had 
not conceived following IVF compared with the controls (couple with children). 

The discrepancy in findings may be because of the variations in the time elapsed since the final 
treatment cycle. 

In sum, longitudinal research into couple’s emotional response after unsuccessful IVF is lacking, 
and cross-sectional studies showed couple after unsuccessful fertility treatment to have a less 
positive affect than couple with successful IVF but are inconsistent about the group’s differences 
in negative affect. 

Predictors of adjustment to infertility 

Compared with studies in the emotional adjustment to IVF, studies in the prediction of the 
emotional response to unsuccessful treatment are relatively scarce. This does not tally with the 
relevance of this type of research for the psychological support for IVF patients as it can provide 
essential information about protective and risk factors for adaptation problems facilitating the 
identification of couple at risk at an early stage. Few studies with solid prospective designs 
showed that cognitive processes play an important role in the adjustment to unsuccessful 
treatment. 

Recommendations for future research 

This review provides several starting points for future research. First, there is a clear need for 
further longitudinal studies that follow couple in the last phase of their IVF treatment through 2— 
3 years after abandoning treatment to shed more light on the final adaptation process, i.e. a 
cognitive shift from trying to get pregnant to trying to give meaning to one’s life without a child 
that is genetically one’s own. 

Furthermore, future studies into the emotional response within one treatment cycle should 
differentiate between the stress of the treatment itself and the stress caused by the threat of 
infertility. 

Clinical implications 

Negative emotional responses proved to be strongly related to the outcome of the treatment, i.e. 
to the threat of definitive childlessness. Accordingly, psychological support should be 
specifically targeted to help the woman adjust to the possibility of treatment failure and eventual 
childlessness rather than to help her to cope with the impact of the treatment itself. 

As potential studies showed, especially the pretreatment cognitions of helplessness and 
acceptance with respect to possible childlessness are the factors that play a prominent role in 
determining the emotional response to treatment failure. From the start, additional psychosocial 
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care should be dedicated to change the meaning of childlessness. Fertility professionals can 
advance the process of acceptance by discussing the infertility problems with the couples and by 
improving their communications about the issue, i.e. by asking about possible plans in the event 
of unsuccessful treatment and by gauging possible differences in motivation for treatment 
between the spouses (Boivin et al . , 2001; Kentenich et al., 2002). Clinicians should also prepare 
their patients for possible emotional reactions to unsuccessful treatment. Indeed, Hammarberg et 
al. (2001) reported that the couples themselves indicated a need for information on the emotional 
aspects of their fertility problems. Such psychosocial education, e.g. explaining to the couple in 
advance that enhanced distress is a natural reaction to unsuccessful treatment, might enhance 
their control over their emotional response to treatment failure. In most cases, the knowledge will 
reassure the couple that what they are experiencing is part of a nonnal reaction and not an 
indication of dysfunctional adjustment. 

Again, because everlasting infertility and concluding childlessness constitute the most important 
stressor in IVF treatment, any psychological intervention should be aimed at the couple’s 
acceptance of their fertility problems and adjustment to the probability of childlessness. 

To summarize, most couple adjust well to unsuccessful IVF cycles, but there is a lack of 
awareness about the process of adjustment to definitive unsuccessful treatment and childlessness 
as well as about the factors that contribute to the process. Beyond the considerable negative 
emotional response, most couple experience after abandoning treatment, which represents a 
nonnal grief reaction that is expected to diminish over time, there is a sizeable number of couple 
who develops or are at risk of developing severe emotional problems after IVF cessation. 

It is the need of the hour to pay more attention to those couple for whom the treatment does not 
lead to offspring and to find better support strategies for these couples. 
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ABSTRACT 


This study examines the gender differences in selection of the vocational choices amongst the 
students aged between 17 to 22 years. A sample of 120 students, 60 boys & 60 girls, was studied 
for this purpose. Vocational interest record developed was used for determination of the 
vocational interest with respect to gender. It is discerned that boys have high interest in 
scientific, constructive and agricultural vocations than the girls. 


Keywords: Gender, Vocational Interest 

The term ‘Gender’ represents the society beliefs about the traits and behavior of males and 
females. Gender identity, the awareness of one’s femaleness and maleness, is an aspect of the 
developing self-concept (Papalia, 2004). Gender identity is established quite early in life. In 
Indian traditional culture, roles of male and female are decided at the time of birth. 

However, according to Kohlberg (1966) children cannot maintain the constancy of their gender 
before the age of 6 or 7 years. During the late preschool and early school years, children 
understand that sex is biologically based (Emmerich, 1981, Ruble et ah, 2007). According to 
gender schema theory (Bern, 1984, 1989), children develop a cognitive framework reflecting the 
beliefs of their society, about the characteristics and roles of males and females. Once a gender 
schema forms, it influences children’s processing of many kinds of social information (Martin & 
Little, 1990). Sex-role adjustment is fundamental to vocational adjustment. A male cannot be 
satisfied with a masculine job that he selects because of parental pressure or social pressure 
because his real interest lies in a vocation that is regarded as “feminine”. Similarly women, 
accustomed during their school and college days to playing egalitarian roles with their male 
peers, find it hard to adjust to the treatment they receive in Industry and business. Boys typically 
want glamorous and exciting jobs with high prestige. Girls, prefer those occupations which 
provide them greater security and less demand on their time. They usually prefer those vocations 
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which are regarded as service to others, such as teaching or nursing. Gender constancy and 
cognitive changes are basically responsible for gender role adoption. Understanding of gender 
stability prompts increased gender stereotyping (Martin & Little, 1990; Ruble et.al., 2007). 

Vocation refers to a strong feeling for doing a particular job. Selection of a vocation is becoming 
increasingly difficult in successive generation of young adults because of the increase in kinds of 
jobs and choice (Hurlock, 2011). During the adolescent and early adulthood period, students of 
both the gender are quiet confused about their career goals. Self-efficacy plays an important role 
in success and satisfaction in the vocation. At least, ninety five percent of all teenagers are 
disappointed in their vocational choice (Srivastava, 2015). It is discerned that if a person 
involves in his preferred vocation, his dedication towards the job is high & he is more satisfied 
and happy in life. This impacts development of personality and a healthy and happy society. 
There is however a lack of systematic study is on vocational interest of the girls and boys of the 
Haridwar district, Uttarakhand state, India. This study determines the difference in vocational 
interest of boys and girls age between 17 to 22 years, in Haridwar district. 

Hypothesis: 

There is no significant difference in the vocational interests such as literacy, Scientific, 
Executive, Commercial, Constructive, Artistic, Agriculture, Persuasive, Social and Household 
vocation between boys & girls aged between 17 to 22 years. 

Sample: 

A sample of 120 boys & girls ranging between ages of 17 to 22 years, from Haridwar District, 
Uttarakhand, was selected for this study. Out of 120 students, 60 girls & 60 boys were taken. 
Stratified random sampling technique was used for the selection of the sample. 

Tool: 

Vocational Interest record (VIR) developed by Kulshrestha (1977) is used. The test is developed 
for measuring the interest of the individual, so that the person can adjust to the career / Job 
accordingly. The main purpose of VIR is to measure vocational interest in order to enable 
students in selecting such subjects in intennediate and undergraduate level which are according 
to their preferred areas such as, Literary, Scientific, Executive, Commercial, Constructive, 
Artistic, Agriculture, Persuasive, Social and Household. 

Procedure: 

Data were collected from various Intermediate & Degree colleges of Haridwar district, 
Uttarakhand, India. Test administration was conducted in group setting in a single session during 
school hours. The measures were administered to the students with proper instructions. Students 
took about 40 minutes to complete the scale. Whenever they had any doubt in the understanding 
a question, the researcher made it clarified it. 
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Analysis: 

The data obtained were subjected to statistical analysis such as percentage tables, contingency 
tables and Chi-square test was used to test the hypothesis. The interpretation is made as per the 
guidelines of the manual of Vocational interest record (Kulshrestha, 1977). The level of 
confidence adopted in this study is 0.05. 


RESULTS 


Literary. Literary is concerned or connected with the writing, study or appreciation of literature. 
Table No. 1. Reveals X 2 = 4.06, df = 2, significant at 0.05 level of confidence. P lies at 0.10 and 
this suggests that the gender of the students does not significantly affect the vocational choice of 
Literary jobs. 

Scientific: The term ‘Scientific’ relates to science. In the case of boys and girls, there is a 
significant difference of vocational choice of Scientific interest. As compared to girls, boys are 
more interested in the scientific jobs. As shown in the percentage Table No. 2, 26.66% boys 
showed high interest in the scientific jobs against 8.33% girls. Table 2 also reveals that gender 
has a significant effect on the choice of scientific jobs. X ' = 7.38, df = 2, P lies between 0.05 - 
0.02. Therefore the null hypothesis has been rejected. 

Executive: An ‘Executive’ is someone who is employed at a senior level and makes decisions to 
get the works done. The Executive decides what business is to be done and ensures that the job is 
executed properly. Table 3 shows those 40% girls and 43.33% boys are highly interested in 
vocation like ‘Executive’. Our results indicate that boys & girls both are interested in executive 
jobs in almost equal ratio. X~ = 3.44, df = 2, significant at 0.05 level of confidence. Therefore the 
null hypothesis could not be rejected. 

Commercial: ‘Commercial’ means involving or relating to buying and selling of goods. 
Commercial organizations and activities are concerned with making profits. In Table 4, the value 
of A is 1.3, df = 2 significant at 0.05 level of confidence. This reveals that there is no significant 
difference in vocational interest of commercial jobs between boys and girls. Therefore the null 
hypothesis is accepted. 

Constructive: ‘Constructive’ jobs include vocations like Goldsmith, Ironsmith, Radio/T.V. 
mechanics, Book binder and Toy maker. Table 5 reveals that X = 8.56, df = 2, significant at 0.01 
level of confidence. Therefore the null hypothesis has been rejected. Our results indicate that 
boys are more interested in the constructive jobs as compared to girls. 

Artistic: ‘Artistic’ means relating to art or arranging things in a beautiful way. Artistic jobs are 

2 

such as Singer, Music director, Painter, Cartoonist, Photographer and Dancer. Table 6 reveals X~ 
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= 5.68, df = 2, significant at 0.05 level of confidence. Only 20% girls and 10% boys express their 
high interest in artistic jobs. Therefore the null hypothesis could not be rejected. 

Agriculture: ‘Agriculture’ means involving or relating to agriculture. This area includes 
assignments such as Gardner, Farmer, Animal Husbandry, Agriculture Inspector, Agriculture 
teacher, Horticulturist, Dairy man etc. In the comparison between boys and girls, we found a 
significant difference of opinion regarding agriculture jobs. Table 7 shows the value of is X — 
25.06, df = 2, significant at 0.01 level of confidence. Therefore the null hypothesis has been 
rejected. This reveals that the gender makes a significant difference of vocational choice like 
Agriculture. Here, boys are more interested in Agricultural vocation than girls. 

Persuasive: ‘Persuasive’ is someone who persuades someone else to do or believe a particular 
thing such as Advertisement manager, MP/MLA, Insurance agent, Vocational counselor, 
Advocate or Sales manager etc. Table No. 8 shows the value ofX = 1.04, df = 2, significant at 
0.05 level of confidence. Our results reveals that 12% girls and 18% boy shows high interest in 
Persuasive jobs and 55 % girls and 52% boy shows their moderate interest in Persuasive jobs. 
Therefore the null hypothesis could not be rejected. 

Social: ‘Social’ means relating to society or to the way society is organized. Following jobs are 
come under the social jobs namely: Scouts and guide, Religious refonner, Red Cross worker, 
Free medicine distributor, Guide, Social worker etc. Table 9 reveals that X = 4.4, df = 2, 
significant at 0.05 level of confidence. Therefore the null hypothesis could not be rejected. It 
implies that there is no significant difference of vocational interest in social jobs. 

Household: The term ‘Household’ implies relation to people living in the home or house. Jobs 
like Home Science Teacher, Home Science Researcher, Nurse, Home Manager, Expert in 
cooking, Home Decorator or Interior decorator is included under this category. Table 10 reveals 
that A = 4.74, df = 2, significant at 0.05 level of confidence. Our results indicate that both boys 
and girls have similar interest in the vocational choice Household. Therefore the null hypothesis 
could not be rejected. 


CONCLUSION 


The present study is to investigate whether the vocational choice differs with respect to gender. 
Results clearly show that the gender of the students does not affect the vocational interest 
towards Literature, Executive jobs, Commercial jobs, Persuasive jobs, Artistic jobs, Social Jobs 
and Household jobs. Our findings also reveal that boys, in comparison to girls, are highly 
interested in vocations like Scientific, Constructive and Agriculture vocations. (Fig. No. 11, 12, 
13). 
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Percentage Table No. 1 (Literary) 


Students 

High 

Moderate 

Low 

Girls 

3.33% 

33.33% 

63.33% 

Boys 

5% 

50% 

45% 


Contingency Table No. 1 


Students 

High 

Moderate 

Low 

Total 

Girls 

2(2.5) 

20 (25) 

38 (32.5) 

60 

Boys 

3 (2.5) 

30 (25) 

27 (32.5) 

60 

Total 

5 

50 

65 

120 

X 1 = 4.06: df = 2 


Significant at 0.05 level ol 

' confidence 


Percentage Table No. 2. (Scientific) 


Students 

High 

Moderate 

Low 

Girls 

8.33% 

60% 

31.66% 

Boys 

26.66% 

43.33% 

30% 


Contingency Table No. 2 


Students 

High 

Moderate 

Low 

Total 

Girls 

5(10.5) 

36(31) 

19(18.5) 

60 

Boys 

16(10.5) 

26 (31) 

18 (18.5) 

60 

Total 

21 

62 

37 

120 


X = 7.38*: df = 2 Significant at 0.01 level of confidence 


Percentage Table No. 3. (Executive) 


Students 

High 

Moderate 

Low 

Girls 

40% 

35% 

25% 

Boys 

43.33% 

43.33% 

13.33% 


Contingency Table No. 3 (Executive) 


Students 

High 

Moderate 

Low 

Total 

Girls 

24(25) 

21 (23.5) 

15 (11.5) 

60 

Boys 

26 (25) 

26 (23.5) 

8 (11.5) 

60 

Total 

50 

47 

23 

120 

X 2 =3.44: df= 2 


Significant at 0.05 level ol 

' confidence 


Percentage Table No. 4. (Commercial) 


Students 

High 

Moderate 

Low 

Girls 

1.6% 

41.66% 

56.66% 

Boys 

5% 

45% 

50% 
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Contingency Table No. 4 (Commercial) 


Students 

High 

Moderate 

Low 

Total 

Girls 

1(2) 

25 (26) 

34 (32) 

60 

Boys 

3(2) 

27 (26) 

30 (32) 

60 

Total 

4 

52 

64 

120 


X =1.3: df = 2 Significant at 0.05 level of confidence 


Percentage Table No. 5 (Constructive) 


Students 

High 

Moderate 

Low 

Girls 

0% 

5% 

95% 

Boys 

3.33% 

20% 

76.66% 


Contingency Table No. 5 


Students 

High 

Moderate 

Low 

Total 

Girls 

0(1) 

3 (7.5) 

57(51.5) 

60 

Boys 

2(1) 

12(7.5) 

46 (51.5) 

60 

Total 

2 

15 

103 

120 

X 2 = 8.56*: df = 2 


Significant at 0.01 level ol 

' confidence. 


Percentage Table No. 6. (Artist) 


Students 

High 

Moderate 

Low 

Girls 

20% 

48.33% 

31.66% 

Boys 

10% 

51.66% 

38.33% 


Contingency Table No. 6 (Artistic) 


Students 

High 

Moderate 

Low 

Total 

Girls 

12(9) 

29 (30) 

19(16) 

60 

Boys 

6(9) 

31 (30) 

23 (16) 

60 

Total 

18 

60 

32 

120 

X 2 = 5.68: df = 2 


Significant at 0.05 level ol 

' confidence 


Percentage Table No. 7 (Agriculture) 


Students 

High 

Moderate 

Low 

Girls 

0% 

13.33% 

86.66% 

Boys 

3.33% 

53.33% 

43.33% 


Contingency Table No. 7 (Agriculture) 


Students 

High 

Moderate 

Low 

Total 

Girls 

0(1) 

8(20) 

52(39) 

60 

Boys 

2(1) 

32(20) 

26(39) 

60 

Total 

2 

40 

78 

120 


X =25.06*, df = 2 Significant at 0.01 level of confidence 
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Percentage Table No. 8 (Persuasive) 


Students 

High 

Moderate 

Low 

Girls 

11.66% 

55% 

33.33% 

Boys 

18.33% 

51.66% 

30% 


Contingency Table No. 8 (Persuasive) 


Students 

High 

Moderate 

Low 

Total 

Girls 

7(9) 

33(32) 

20(19) 

60 

Boys 

11(9) 

31(32) 

18(19) 

60 

Total 

18 

64 

38 

120 

X 2 = 1.04: df =.2 


Significant at 0.05 level ol 

' confidence 


Percentage Table No. 9(Social) 


Students 

High 

Moderate 

Low 

Girls 

13.33% 

53.33% 

33.33% 

Boys 

28.33% 

40% 

31.66% 


Contingency Table No, 9 (Social) 


Students 

High 

Moderate 

Low 

Total 

Girls 

8(12.5) 

32(28) 

20(19.5) 

60 

Boys 

17(12.5) 

24(28) 

19(19.5) 

60 

Total 

25 

56 

39 

120 


X =4.4: df= 2 Significant at0.05 level of confidence 


Percentage Table No. 10 (Household) 


Students 

High 

Moderate 

Low 

Girls 

% 

38.33% 

61.66% 

Boys 

3.33% 

51.66% 

45% 


Contingency Table No. 10 (Household) 


Students 

High 

Moderate 

Low 

Total 

Girls 

0(1) 

23(27) 

37(32) 

60 

Boys 

2(1) 

31(27) 

27(32) 

60 

Total 

2 

54 

64 

120 


X = 4.74: df = 2 Significant at 0.5 level of confidence 
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Fig. 11 
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Fig. 12 Constructive jobs Girls 
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Fig. 13 Agricultural jobs 


Girls 
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Figs. II to 13. Relative percentage of highly, moderately, and lowly interested boys and girls in 
scientific, constructive and agricultural jobs. 
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Figs. 14 to 20. Percentage of girls and 
boys having high, moderate and low 
interest in literary, executive, 
commercial, artistic, persuasive, social 
and household jobs respectively. Red 
bars- girls, green bars- boys. 
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ABSTRACT 


The present study was undertaken to know the stress of attitude towards family planning 
different religious Male and female. 1 2 Omale and 120 female were randomly selected as sample 
from Bangalore district (Karnataka). the study revealed that there is a significant difference in 
the Life stress of attitude towards family planning different religious Male and female. 


Keywords: Family Planning , Attitude, Different Religion, Genders, Life Stress 

Stress is a normal part of life. In small quantities, stress in good; it can motive you and help you 
become more productive. However, too much stress, or a strong response to stress can be 
harmful. How we perceive a stress provoking event and how we react to it detennines its impact 
on our health. We may be motivated and invigorated on our health. We may be motivated and 
invigorated by the events in our lives. Or we may see some as stressful and respond in a manner 
that may have a negative effect on our physical, mental and social well-being. If we always 
respond in a negative way. 

During recent years, numerous studies have investigated the relationship between life stress and 
susceptibility to physical and psychological problems. Most of these studies have been based on 
assumptions that (a) life changes requires adaptations on the part of the individual and are 
stressful, and (b) persons experiencing marked degrees of life change during the recent past are 
susceptible to physical and psychiatric problems. 

There is considerable evidence that a relationship exists between life stresses, operationally 
defined in terms of self reported life changes, and physically illness (Dohrenwend & 
Doherenwend, 1974b). Rahe & Lind (1971) have reported a relationship between if stress and 
sudden cardiac death. Theorell and Rahe (1971) and Edwards (1971) have provided data 
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suggestive of a link between life stress and myocardial in fraction. Holmes (1970) and Rahe 
(1968) both found a relationship between life stress and major and minor health changes, and 
Wyler, Masuda, and Holmes (1971) have shown that life change is related to seriousness of 
chronic illness. 

There also have been studies of non-health related correlates of life change that have yielded 
positive results. For example, significant negative relationship between life stress and academic 
(Harris, 1973) and teacher (crranza, 1973) performance have been found. Several researchers 
have demonstrated a relationship between extent of life changes and psychiatric symptomatology 
(Dekker & Webb, 1974). Have also found life stress to be related to the occurrence of 
depression, anxiety and tension A comprehensive review of life stress literature and a 
consideration of methodological issues in this area of research has been presented by Rabkin & 
Straining (1976). Questions of both a methodological and theoretical nature can be raised 
concerning present methods of assessing life changes. By far the most widely used instrument in 
life stress research is the schedule of recent experience (SRE; Holmes and Rahe, 1967). In this 
instrument identified many events that seemed to be especially stressful. By observing and 
testing thousands of people, they were able to ra nk a series of “life-change event” in the order of 
their disruptive impact. They assigned each event a corresponding number of “life-change units” 
(LCUs). The most stressful event was death of spouse (100 LCUs). The number in Brakets 
indicates the intensity of stress or LCUs. Let us take some more situations that cause stress- 
divorce (73), imprisonment (63) and the death of a close family member (63). The other factors 
are theft in house, academic failure, son / daughter running away, loss of job loss in business, 
retirement from the job, death of a friend, family partition. All these examples are the ones that 
are painful or distresses. There are many pleasant situations (estruses) that cause stress such as 
marriage (of self), marriage of arson/daughter, birth of child, promotion (because more 
responsibilities!) building a own house, etc. Women have their own specific stresses such as 
menopause, physical and physiological changes, going to parents- in laws home after marriage, 
child bearing, etc. it is clear that both pleasant and unpleasant situations cause a stress. 

Objectives 

• To understand the significant differences between life stress, and attitude towards family 
planning and birth control in different religions. 

Hypothesis 

• There would be significant differences between life stress, and attitude towards family 
planning and birth control in different religions 

Description of the Measures 

Life stress Inventory by Holems and Rahe (1967). The Social Readjustment Rating Scale 
(SRRS) by Holmes and Rahe is a 43 -item scale that was developed in 1967 to measure life-stress 
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events occurring in the recent past (previous six to twelve months) as a method of detennining 
the role of life change in the etiology of physical and psychiatric illnesses. Life change is 
conceptualized as any event which requires a modification in the individual's accustomed way of 
life. This life change may occur in any aspect of the individual’s life and be perceived as either 
positive or negative. 

Models of Stress: 

Sutherland and cooper (1990 cited in Irvine, 1997) outline three models for understanding stress. 
These are described as the stimulus based model, the response based model and the interactive 
model. 

The stimulus based model sees a human being as an object affected by external stressors. The 
person affected in this way has to cope with these stressors. Although such an understanding of 
stress can assist in identifying external phenomena that create distress, it ignores the subjective 
reality that is an essential part of human experience, diagram shows outlines the stimulus based 
model. 

The response based model places the emphasis on the response of the individual to external 
stimuli. In such a model of stress, the focus is upon the observable response of the person under 
stress. The response base model assists in understanding the reaction to stress, but the limitation 
is that the solution to stress is viewed as wholly internal. The Diagram shows the outlines of the 
response based model of stress. 

It is generally accepted that an interactive model of stress in needed to incorporate the 
complexity of the human stress experience (Irvine, 1997). An interactive model takes into 
account external stressors. The reaction of the person, the temperament of the person and the 
interaction of these factors; Wutherl and cooper (1990) state that, within the interactive model of 
stress, it is necessary to consider all three conceptual domains in the stress process: 

1 . Source of stress 

2. Mediators of the stress response 

3. The manifestations of stress. Situations are not inherently stressful, but are potentially 
stressful. 

The interactive model of stress allows for the place of perception in the experience of stress. 
Perception is the end result of the central nervous system translating sensory input into a new 
form of information. 

Perception means that the individual is no a passive object upon which external stimuli acts. 
Stimuli based model of stress makes. No allowance for this aspect of human experience. The 
response based model is also found wanting in that it doesn’t allow for external stimuli 
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influencing the way in which a person thinks about the world and their place in it. It is in an 
interactive model that there lies the best chance of an understanding of stress that reflects the 
reality of human experience. 

Psychological stress : 

It has already been mentioned that perception plays a major role in the experience of stress. What 
goes on in the head is important. The way we think about things influences the degree to which 
things affect us. This explains why what is stressful to one person is not stressful to another. 
Hans Selye used the terms distress and eustress to describe two different kinds of stress. The 
stress is a positive stress that energies for life whereas distress is a negative stress which saps 
energy. 

McEwen (2002) places a great deal of emphasis on the place of perception when he says, the 
human mind is so powerful, the connections between perception and physiological responses so 
strong, that we can set off the fight or flight response by just imagining ourselves in a threatening 
situations. Imagine a person who loves their work. They find that it interests them and that they 
become totally absorbed in it. They might invest themselves fully in it and lose track of time as a 
result. This is an example of esters. It is not unpleasant. 

The worker in the example could easily become a workaholic. The subtle danger of esters is that 
it doesn’t necessarily feel unpleasant but it still taxes the system. 

Theories that focus on the specific relationship between external demands (stressors) and bodily 
processes (stress) can be grouped in two different categories: approaches to 'systemic stresses 
based in physiology and psychobiology (among others, Selye 1976) and approaches to 
'psychological stress' developed within the field of cognitive psychology (Lazarus 1966, 1991, 
Lazarus and Lolkman 1984, McGrath 1982). 

Life stress and Family planning and Birth control: 

There are lots of ways that stress or depression could affect birth control use. Leeling depressed 
can make it a challenge to keep up with routine responsibilities like taking a pill every day or 
stopping by the clinic or pharmacy to refill a prescription. Lolks dealing with stress or depression 
might have a harder time dealing with side effects from birth control. In fact, the same researcher 
found in earlier studies that women who felt depressed and stressed were more likely to notice 
changes in their weight or mood; they were also more likely to quit the pill. Some women may 
feel stressed or depressed to begin with because sex. .Ratter (2012) Stressed, depressed women 
terrible at using birth control, In the study, women with moderate to severe depression and stress 
symptoms were less likely to use contraception consistently — that is, use it each time they had 
sex — compared to women with mild or no symptoms. Women with depression or stress were 
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also more likely to say they did not use contraception at all in the past week compared to women 
with less severe symptoms. 

The findings, presented here on Monday at the annual meeting of the America Public Health 
Association, are concerning because, although preventing unplanned pregnancies is important for 
all women, it may be especially important for women with mental health issues, said study 
researcher Kelli Stidham Hall. "Perhaps an unintended pregnancy for these women could make 
things even worse," said Hall, of the University of Michigan's Population Studies Center. 

Family planning providers should consider mental health symptoms when they council their 
patients, Hall said. In addition, women with depression and stress who do not want to become 
pregnant in the near future may be good candidates for long-acting reversible contraception, such 
as an IUD — highly effective methods of birth control that women do not need to remember to 
use every day or each time they have sex, which may be burdensome for some, Hall said. Hall 
and colleagues analyzed infonnation 689 non-pregnant women ages 18 and 19 living in 
Michigan. Participants first answered questions about their mental health. Then, for the next 
year, they filled out weekly journal entries that included the number of times they had sex in the 
past week, and whether they used contraception when they had sex. About 25 percent of women 
had moderate to severe depression, and 25 percent had moderate to severe stress. 

Overall, women used contraception consistently 72 percent of the time. The most common forms 
of contraception were oral birth control or condoms. For women with depression, the odds of 
using contraception consistently each week was 47 percent lower than for women with less 
severe symptoms. For those with stress, the odds of using contraception consistently were 69 
percent lower. 

Women with depression and stress may have social circumstances, such as unemployment, that 
interfere with their ability to effectively use contraception, Hall said. In addition, mental health 
issues may impair a person's ability to make decisions. 


Table Nol: Showing the, SD and ‘t’ value of life stress male and female of different religious. 


Group 

Hindu 

Muslim 

Christian 

Buddhist 


Male 

Female 

Male 

female 

male 

female 

male 

female 

Mean 

199.09 

177.09 

156.73 

187.21 

182.77 

155.05 

164.50 

137.58 

SD 

39.16 

57.57 

22.76 

50.77 

53.30 

23.82 

89.38 

23.36 

t-value 

3.10 

5.47 

4.74 

2.97 

Male 

HM: 13.22* 

HC: 3.48* 

HB: 5.01* 

MC: 6.35* 

Female 

HM:1.86*** 

HC:5.02* 

HB:8.99* 

MC:8.1 1* 

Male :MB:1.19*** 

FemaleMB : 1 2 . 5 9 * 

Male:BC:2.48*** 

Female:BC:7.40* 
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Significance at* 0.0001 level, **significance at 0.0005, ***It is not significant. Note: HM: 
Hindu to Muslim, HC: Hindu to Christian, HB: Hindu to Buddhist, MC: Muslim to Christian, 
MB: Muslim to Buddhist, BC: Buddhist to Christia 

Graph: Mean score of life stress of male and female of different religious people. 
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Table No 1: shows the mean, SD and ‘t’ value of life stress of male and female of different 
religion. The mean and SD of Hindu male 99.09 and 39.16 is less than the Muslim male 156.73 
and 22.76 respectively. Muslims have high score in life stress, indicates that, they have high 
level of life stress than the Hindus. The calculated t- value 13.22 is higher than the table ’t’ value 
at 0.0001 level of significant. Therefore, the formulated hypothesis is that “there would be 
significant differences between Hindu and Muslim male in life stress”. Hence, the formulated 
hypothesis is accepted. 

The mean and SD of Hindu female 177.09 and 57.57 is less than the Muslim female 187.21 and 
50.77 respectively. Hindu female have low level of life stress and Muslim female have high level 
of life stress. The calculated t-value 1.86 is higher than the table value at 0.0005 level of 
significant. Therefore, the fonnulated hypothesis is that “there would be significant differences 
between Hindu female and Muslim female in life stress”. Hence, the formulated hypothesis is 
accepted. 

The mean and SD of Christian male 182.77 and 53.30 is higher than the Buddhist male 164.50 
and 89.38 respectively. Christian have high score in life stress, it shows that, they have higher the 
life stress than the Buddhist male. The calculated t-value 2.48 it is significant at 0.0005 levels of 
significant. Therefore, the fonnulated hypothesis is that “there would be significant differences 
between Christian male and Buddhist male in life stress”. Hence, the formulated hypothesis is 
accepted. 
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The mean and SD of Christian female 155.05 and 23.82 is higher than the Buddhist female 
137.58 and 23.36 respectively. Christian score shows that, they have high level of life stress than 
the Buddhist female. The calculated t-value 7.40 is higher than the tablefi’ value at 0.0001 level 
of significant. Therefore, the formulated hypothesis is that “there would be significant 
differences between Christian female and Buddhist female in life stress”. Hence, the fonnulated 
hypothesis is accepted. 


CONCLUSIONS 


There are significant differences between life stress of male /female of different religious people. 
Hindus and Christians, male show more life stress, Muslims and Buddhists male shows low life 
stress. Hindus & Muslims female shows more life stress, Christians & Buddhists females shows 
low life stress. 
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ABSTRACT 


The present investigation is to the find out the difference in the Mental Health & Job Satisfaction 
of ba nk employees. The sample consisted of 120 employees out of which 60 were male & 60 
were female employees. For this purpose of investigation mental health check list by Dr. Mithila 
& Job Satisfaction test by Dr Ojha was used. The data obtained were analyzed through ‘t’ test to 
know the mean difference between the two groups then ANOVA. 


Keywords: Mental Health, Job Satisfactions And Bank Employees 

Today’s mental health issues are very important for employees. Every employee mental health 
and job satisfaction is playing the important role of institute development. Mental health and job 
satisfaction are depended on institute management and systems. Job satisfaction is the 
satisfaction derived from being engaged in work. It is related to human drive and their fulfillment 
through work. Job satisfaction as a individual general attitude toward his or her job. Job 
satisfaction is a psychological factor. It can be defined in terms of fulfillment of employee’s 
expectation from the job in respect of monetary benefits and psychological job satisfaction 
characteristics such as pay benefits, salary, working hours and condition and nature of work itself 
coworker and company policies may be relevant to person need fulfillment and can therefore 
influence his job satisfaction. 

According to Kreitner et al (2002) job satisfaction is an affective and emotional response to 
various facts of one’s jobs. 

According to Woods et al (2004) job satisfaction can be achieved when an employee become 
one with the organization perfonns to the best of their ability and shows commitment. 
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A mental healthy person will be physically and mentally fit at his workplace. Health 
psychologist has long suspected that negative emotion can make us sick and positive emotion 
can be beneficial. Every industry worker health is depending on workplace environments. 
Research findings affirm potential health threatening effects of stress, anger, anxiety and worry 
(Cohen and Rodriguez, 1995). Mental health issues are among the most important contributor to 
the universal burden of disease and disability. Mental health describes either a level of cognitive 
and emotional well being or an absence of a mental illness. Mental health may include an 
individual ability to enjoy life and procure balance between life activities. 

“Mental health is the capacity of the individual the group and environment to interact with one 
another ways that promote subjective well being. 


REVIEW OF THE STUDY 


Many correlational studies have shown a link between health and job satisfaction. Researchers 
have reported significant correlations between job satisfaction and physical or psychosomatic 
symptoms, such as, headache and upset stomach (Begley and Czajka, 1993; Fox et al., 1992; Lee 
et al., 1990; O’Driscoll and Beehr, 1994). Job satisfaction has also been found to be associated 
with emotional states of anxiety (Spector et al., 1988) and depression (Bluen et al., 1990; 
Schaubroeck et al., 1992). Faragher et al. (2005), in their Meta analysis the relationship between 
job satisfaction and health, conducted a systematic review of 485 studies with a combined 
sample size of 267995 subjects. They evaluated the research evidence that linked self-report 
measures of job satisfaction to measures of physical and well-being. The results indicated that 
the overall correlation combined across all health measures was r = 0.312 (0.370 after Schmidt- 
Hunter adjustments), job satisfaction was most strongly associated with mental/psychological 
problems; the strongest relationships were found for burnout (corrected r = 0.478), self-esteem (r 
= 0.429), depression (r = 0.428) and anxiety (r = 0.420). The relationships found suggest that job 
satisfaction level is an important factor influencing the psychological health of workers. 

Low job satisfaction could lead to increased staff turnover and levels of absenteeism, which 
could reduce the efficiency of health services. Surveys on job satisfaction have been perfonned 
in various health care settings, including mental health services, especially in recent years. 
(Antonella Gigantesco and at el, 2003). Low levels of job satisfaction and high rates of burnout 
and attrition are common among behavioral health providers serving challenging patient 
populations (Bingham, Valenstein, Blow& Alexander, 2002; Bingham, C.R., Valenstein, M., 
Blow, F.C., & Alexander, J.A.., 2002). Job satisfaction is so important in that its absence often 
leads to lethargy and reduced organizational commitment (Levinson, 1997, Moser, 1997). Lack 
of job satisfaction is a predictor of quitting a job (Alexander, Litchtenstein and Hellmann, 1997; 
Jamal, 1997). 
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To date, economists have concentrated primarily on analyzing the detenninants of job 
satisfaction, which are influenced by many personal facets including gender (Clark, 1997; Clark 
and Oswald, 1996; Sousa-Poza and Sousa Poza, 2000a), age (Clark et ah, 1995), education 
(Clark and Oswald, 1996; Tsang et ah, 1991), as well as workplace characteristics, employment 
conditions, and career perspectives (for an overview, see Sousa-Poza and Sousa- Poza, 2000b). 

In contrast, the relationship between job satisfaction and health has been extensively studied by 
health scientists and organizational psychologists. For example, one comprehensive meta- 
analysis of 485 predominantly cross-sectional studies with mostly small sample sizes (although 
with a combined sample size of 267,995 individuals) based on self report measures of both job 
satisfaction and health show an overall (simple) correlation across all health measures of 0.312 
(Faragher et ah, 2005). Even though this analysis shows a strong correlation between job 
satisfaction and psychological problems like burnout (p = 0.478), self-esteem issues (p = 0.429), 
depression (p = 0.428), and anxiety (p = 0.420); correlations with subjective evaluations of 
physical illness are much smaller (p = 0.287). Attempts to reveal a relationship between more 
objective measures of physical health and job satisfaction have been less fruitful (Spector, 1997, 
p. 67). 

Aim of the study 

The aim of the present research study was to examine the mental health & Job Satisfactions of 
Bank Employees in Jalgaon city. 

Objectives of the study 

Following objectives were framed as the guideline for the present study. 

1 . To compare job satisfaction level of male and female employees. 

2. To examine the sex difference in mental health of bank employees. 

3. To compare job satisfaction level of private and government bank employees. 

4. To compare mental health level of private and government ha nk employees. 

Hypothesis of the study 

1. There is no significant difference in Mental Health between the male and female bank 
employees. 

2. There is no significant difference in job satisfaction between the male and female bank 
employees. 

3. There is no significant difference in Mental Health between the private and government 
bank employees. 

4. There is no significant difference in job satisfaction between the private and government 
bank employees. 
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Variables 

• Independent variable 

A) Gender- l)Male 2) Female 

B) Bank Sector- 1) Private 2) Government 

• Dependent variable 

A) Job Satisfaction 

B) Mental Health 


METHODOLOGY 


Sample 

The sample of the study consists of 120 bank employees (60 male and 60 female) Sample of the 
study was selected simple random sampling from the private and government hanks of jalgaon 
Dist. Their age range was 25-40 years. Thus, the male and female bank employee’s ratio was 1:1. 

Tools 

For measuring some independent variables and the dependent variable following standardized 
tests and scale was used. 

Mental Health - This test was constructed and standardized by Dr Mithila. This test consists of 
48 hems and each hem is provided with five alternatives. There is no time limit to this test. 

Job Satisfaction - This test was constructed and standardized by Dr Hardeo ojha. This test 
consists of 32 items and each item is provided with two alternatives. There is no time limit to this 
test. 

Research Design 

Since, there were two independent variable and each variable was classified at two levels. A 2x2 
factorial design was used. 

Statistical Treatment of Data 

First, the data were treated by means, SD and t. Then, Two way ANOVAs was applied. SPSS 
software (Version 17.0) was used for data analysis. 


RESULT AND DISCUSSION 


In this part investigator has explained the result related to statistical analysis and 
hypothesis, 

• Hypothesis no- 01. There is no significant difference in Mental Health between the male 
and female bank employees. 
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Table no- 01 - Gender wise comparison on Mental Health 


Gender 

N 

Mean 

SD 

t 

Sig level 

Male 

60 

81.93 

11.31 

2.61 

Significant 

0.05 

Female 

60 

87.33 

11.27 


Table no 01 show the mental health level among male and female ha nk employees. The 
researcher found that the mean value on mental health of male bank employees was 81.93 and 
SD is 1 1.31. Similarly the mean value on mental health of female bank employees was 87.33 and 
SD is 11.27. The calculate “t” value is 2.61. It is significant at 0.05 levels. It is indicates that 
there is significant difference in mental health between the male and female bank employees. 
That’s why above hypothesis is rejected. 


• Hypothesis no- 02. There is no significant difference in Job Satisfaction between the male 
and female bank employees. 

Table no- 02 - Gender wise comparison on Job Satisfaction 


Gender 

N 

Mean 

SD 

t 

Sig level 

Male 

60 

33.57 

05.60 

0.46 

NS 

Female 

60 

34.03 

06.54 


Table no 02 show the job satisfaction level among male and female bank employees. The 
researcher found that the mean value on job satisfaction of male bank employees was 33.57 and 
SD is 05.60. Similarly the mean value on job satisfaction of female bank employees was 34.03 
and SD is 06.54. The calculate “t” value is 0.46. It is indicates that there is no significant 
difference in job satisfaction between the male and female bank employees. That’s why above 
hypothesis is accepted. 

• Hypothesis no- 03. There is no significant difference in Mental Health between the 
private and government sector bank employees. 

Table no- 03 - Bank sector wise comparison on Mental Health 


Sector 

N 

Mean 

SD 

t 

Sig level 

Private 

60 

89.18 

11.58 

2.30 

Significant 

0.05 

Government 

60 

93.68 

06.69 


Table no 03 show the mental health level among private and government sector bank employees. 
The researcher found that the mean value on mental health of private sector bank employees was 
89.18 and SD is 11.58. Similarly the mean value on mental health of government sector bank 
employees was 93.68 and SD is 09.69. The calculate “t” value is 2.30. It is significant at 0.05 
levels. It is indicates that there is significant difference in mental health between the private and 
government sector bank employees. That’s why above hypothesis is rejected. 
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• Hypothesis no- 04. There is no significant difference in Job satisfaction between the 
private and government sector bank employees. 

Table no- 04 - Bank sector wise comparison on Job Satisfaction 


Sector 

N 

Mean 

SD 

t 

Sig level 

Private 

60 

35.38 

05.51 

0.12 

NS 

Government 

60 

35.51 

06.09 

Table no 04 s 

low the job satisfaction leve 

among private and government sector hank 


employees. The researcher found that the mean value on job satisfaction of private sector bank 
employees was 35.38 and SD is 05.51. Similarly the mean value on job satisfaction of 
government sector bank employees was 35.51 and SD is 06.09. The calculate “t” value is 0.12. It 
is indicates that there is no significant difference in job satisfaction between the private and 
government sector bank employees. That’s why above hypothesis is accepted. 
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RESULT AND DISCUSSIONS 


The aim of the present study was to find out the effect of in Job Satisfaction and mental health of 
government and private sector bank employees. 

First hypothesis result obtained after analysis it data are show table no-01 reveals that there 
would be significant difference was found between male and female bank employees with 

© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 36 




A Study of Mental Health & Job Satisfactions of Bank Employees in Jalgaon City 


reference to their mental health. This significant “t” value (2.61) indicates that gender 
significantly affects the mental health. The mean value of mental health of male ba nk employees 
is 81.93, female bank employees is 87.33. This reveals the fact that female bank employees have 
better mental health than male bank employees. Present research study hypothesis no 01 reason 
is female are more passion of his daily work. It is quality are responsible of female good mental 
health than male employees. Female employees repot they are satisfied with advancement 
opportunities, recognition and pay. Female employees have been maintaining of our physical and 
mental health. 

Hypothesis no 02 Result obtained after analysis it data are show table no -02 reveals that there is 
no significant difference was found between male and female bank employees with reference to 
their job satisfaction. That’s why above hypothesis is accepted. 

Third hypothesis result obtained after analysis it data are show table no-03 reveals that there 
would be significant difference was found between private and government sector ba nk 
employees with reference to their mental health. This significant “t” value (2.30) indicates that 
bank sector significantly affects the mental health. The mean value of mental health of private 
sector bank employees is 89.18, government sector bank employees is 93.63. This reveals the 
fact that government sector bank employees have better mental health than private sector bank 
employees. Present research study hypothesis no 03 reason is government sector bank employees 
are more careless of his daily work. Government sector bank employees has been complete our 
daily work of easily because his work load is less than private sector bank employees. Private 
sector bank employee’s daily chess of our target work and our boss has been pressure of our 
work. 

Hypothesis no 04 Result obtained after analysis it data are show table no -04 reveals that there is 
no significant difference was found between private and government sector bank employees with 
reference to their job satisfaction. That’s why above hypothesis is accepted. 


CONCLUSION 


1. There is significant difference in Mental Health between the male and female bank 
employees. 

2. There is no significant difference in job satisfaction between the male and female bank 
employees. 

3. There is significant difference in Mental Health between the private and government 
bank employees. 

4. There is no significant difference in job satisfaction between the private and government 
bank employees. 
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Hope and Quality of Life in Caregivers of Cancer Patients 
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ABSTRACT 


Hope as conceptualized by Dufault and Martocchio (1985) “is a multidimensional dynamic life 
force characterized by a confident yet uncertain expectation of achieving a future good.”Quality 
of Life is defined by Lehto, Ojanen and Kellokumpu-Lehtinen (2005) “as appraisal of and 
satisfaction with their current level of functioning as compared to what they perceive to be 
possible or ideal. ’’The objective of this study was to determine the relationship between Hope, its 
dimensions and Quality of Life in Caregivers of Cancer Patients. A non-probability purposive 
sampling method was used to draw the sample of 40 Caregivers of patients with Breast and 
Ovarian Cancer belonging to lower middle class and upper lower class. The Herth Hope Index 
(HHI) (Herth, 1992) and the Caregiver Quality Of Life Index- Cancer (CQOLC) (Weitzner, 
Jacobsen, Wagner, Friedland & Cox, 1999) were administered. There was significant difference 
in the levels of Positive Readiness & Expectancy among caregivers based on their socio- 
economic status. Positive Readiness & Expectancy and Interconnectedness were found to be 
negatively correlated with quality of life. Results indicated no significant difference in the levels 
of Hope and Quality of Life based on age and type of cancer. 


Keywords: Breast Cancer, Caregivers, Hope, Ovarian Cancer, Quality Of Life 

Hope “is a multidimensional dynamic life force characterized by a confident yet uncertain 
expectation of achieving a future good which, to the hoping person, is realistically possible and 
personally significant” (Dufault & Martocchio, 1985).Hope indicates an individual’s motivation 
as well as their faith in their abilities to achieve personally significant goals and ambitions. It is a 
dynamic life force, which is supported by relationships, resources and work, learning and 
thinking, and results in the energy necessary to work for a desired future. Stotland (1969) stated 
that hope drives a person to move, act and achieve something and on the other hand its absence 
makes them dull and purposeless. Hope gives meaning to an individual’s life and also brings 
happiness in people’s lives (Holt, 2000). Besides having future oriented nature hope provides 


1 Assistant Professor, Dept of Psychology, St. Francis College for Women, Begumpet, Hyderabad, Telangana, India 

2 Student, Dept of Psychology, St. Francis College for Women, Begumpet, Hyderabad, Telangana, India 

3 Assistant Professor, Dept ofPsychology, St. Francis College for Women, Begumpet, Hyderabad, Telangana, India 
*Responding Author 

© 2016, G Sunkarapalli, A Agarwal, S Agarwal; licensee IJIP. This is an Open Access Research distributed under the 
terms of the Creative Commons Attribution License (http://creativecommons.Org/licenses/by/2.0), which permits 
unrestricted use, distribution, and reproduction in any Medium, provided the original work is properly cited. 




Hope and Quality of Life in Caregivers of Cancer Patients 


individuals strength to resolve their problems and face difficulties, such as losses, adversities, 
solitude and agony (Herth, 1992). 

In the context of a cancer diagnosis, hope takes on a more specific nature in terms of the patient 
and their family being hopeful about treatment, cure, recovery and remission. Hope can enable 
individuals to look beyond their current pain, suffering, and turmoil. It is associated with well- 
being and quality of life and is one of the key components while coping with adversities. Loss of 
hope and a narrowing of expectations and goals for life are believed to reduce quality of life 
(Herth, 2000). For cancer patients hope is a vital component as it is considered an effective 
coping strategy, providing adaptive power to help them get through the difficult situation and 
achieve desired goals (Ebright & Lyon, 2002; Herth, 1989, 1990). Kavradim, Ozer, and Bozcuk, 
(2013) found that net family income, knowledge level about the ill health, feeling of 
improvement, realization of acceptable family support by the patient, feeling anxious or worried 
and presence of fear were independently related with hope. They concluded that physical, 
psychological well-being and financial, infonnation and support needs are directly and 
independently related with hope in people with cancer. 

Quality of Life is defined as “appraisal of and satisfaction with their current level of functioning 
as compared to what they perceive to be possible or ideal. ”It is a multifaceted construct 
incorporating perceptions of positive aspects of the dimension such as social, physical, cognitive 
and emotional functions, as well as the negative aspects of dimensions such as somatic 
discomfort and other symptoms produced by a disease or its treatment (Lehto, Ojanen & 
Kellokumpu-Lehtinen, 2005). 

“Family Caregiver refers to a wide range of unpaid care provided in response to illness or 
functional impairment to a chronically ill or functionally impaired older family member, partner, 
friend, or neighbor that exceeds the support usually provided in family 

relationships” (Schumacher, Beck, & Marren, 2006). A family caregiver is a person who belongs 
to the patient’s family, who takes care and is responsible for the patient and who commits most 
of his or her time to this task without any economic retribution (Dwyer, Lee, & Jankowski, 
1995). Caregivers belong to the patient’s informal support system and as such the patient is 
dependent on the caregiver to carry out most of his or her daily activities. They also play a 
critical role in providing guidance and aid to the patient. 

It has been realised, that illnesses like cancer affect not only the patient, but the entire family as 
well. Families are a necessary source of care giving and support for the patient. Individuals of all 
ages are mostly dependent on the informal care provided by the patient’s relatives in carrying out 
most of the routine daily life activities. Research has shown the distress levels of caregivers to be 
high; however, very few studies have been done to show the broader impact of care giving on 
quality of life. Care giving responsibilities initiate competing demands that make caregivers 
vulnerable to physical diseases and psychological distress, which thereby hinders their social 
involvement (Covinsky, et. al. 1994; Donelan, et. al. 2002; Pitceathly & Maguire, 2003). The 
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combination of physical demands, anticipated loss and prolonged psychological distress of 
caregiving can seriously compromise caregiver’s quality of life when they provide end-of-life 
care to a terminally ill cancer patient (Wolff, Dy, Frick & Kasper, 2007; Matthews, Baker & 
Spillers, 2004; Weitzner, McMillan, & Jacobsen, 1999; Shennan, Ye, McSherry, Calabrese, & 
Gatto, 2006). 

The primary caregivers have to provide demanding care to severely ill patients for a varied 
period ranging from months to years. The increased responsibility and challenge of care 
provision may lead to negative as well as positive effects on primary caregiver’s mental health 
and health-related quality of life (Andershed & Temestedt, 1998; Hoffmann & Mitchell, 1998; 
Given et ah, 1993). Grov, Dahl, Mourn, & Fossa (2005) believed that limited research was done 
on the quality of life and mental health of primary caregivers to advanced cancer patients. Their 
study on primary caregivers of cancer patients examined the anxiety, depression, and quality of 
life levels in them and found that there was significantly higher level of anxiety in primary 
caregivers. Family caregivers may be psychologically and physically strong at the starting, but it 
becomes difficult and exhausting when the patient's death approaches. 

Cancer is an overwhelming disease and has a strong influence on the caregiver’s levels of hope. 
Stressful events such as pain, ill health, reoccurrence, severity, obligation and burden on the 
caregivers has an impact on caregiver’s hope levels, which may in turn have a significant effect 
on caregiver’s quality of life. Thus this study was initiated to measure the levels of hope, quality 
of life in caregivers of cancer patients and examining the relationship between the two variables 
in detail. 

Objectives 

1 . To determine if there is a difference in the levels of Hope, its dimensions and Quality Of Life 
between Caregivers of Breast Cancer Patients and Ovarian Cancer Patients. 

2. To determine if there is a difference in the levels of Hope, its dimensions and Quality Of Life 
between Caregivers of Breast Cancer Patients and Ovarian Cancer Patients of different age 
groups. 

3. To determine if there is a difference in the levels of Hope, its dimensions and Quality Of Life 
between Caregivers of Breast Cancer Patients and Ovarian Cancer Patients belonging to 
Upper Lower Class and Lower Middle Class socio economic status. 

4. To determine if there is a relation between the dimensions of Hope and Quality Of Life in 
caregivers of cancer patients. 


METHOD 


Plan and Design 

The present study is a quantitative study with a between groups design to examine the 
differences in the levels of hope and its dimensions and quality of life between caregivers of 
breast cancer and ovarian cancer patients. Caregivers of cancer patients of different socio 
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economic status and age were also compared to determine if age and socio economic status 
played a role in the dimension of hope and quality of life in the caregivers. 

Participants 

The sample was collected using non- probability purposive sampling method and included 40 
caregivers - 20 breast cancer patients’ caregivers and 20 ovarian cancer patients’ caregivers. The 
caregivers participated voluntarily for the study and their informed consent was obtained before 
including them in the study. The sample was collected from two prominent cancer hospitals; 
MNJ Institute of Oncology and Bibi Cancer Hospital from the metropolitan city of Hyderabad. 
The inclusion criteria for the participants was that they had to be within the age group of 20-40 
years, they had to be from upper lower class and lower middle socio economic class, they had to 
be the primary family caregivers of the cancer patients who had been undergoing chemotherapy 
for breast or ovarian cancer diagnosed in the last six months. Within this group the exclusion 
criteria was if the diagnosis of cancer had been made more than 6 months before, if the cancer 
patient had undergone surgery, or radiation therapy, and if there were any other family members 
who had a chronic illness or terminal illness. 


Instruments 

In addition to the personal infonnation schedule two other standardized tools were used in the 
study, first the Herth Hope Index to measure Hope and the Caregiver Quality Of Life Index- 
Cancer to measure quality of life in the caregivers of cancer patients. The Herth Hope Index 
(HHI) developed by Herth (1992) is a 12 - item instrument that is equally divided between three 
sub-scales which are: (a) temporality and future, (b) positive readiness and expectancy, (c) 
interconnectedness. For each item the participant responded to a four-point Likert fonnat scale, 
which ranged from strongly disagree to strongly agree. Two items were reverse scored. The total 
score could range from 4 to 16 for each sub-scale with higher scores suggesting higher levels of 
hope. Convergent validity of HHI is indicated by the high correlations with the Herth Hope Scale 
(r = 0.92), the Existential Well-Being Scale (r = 0.84) and the Nowotny Hope Scale (r = 0.81), 
and divergent validity is indicated by the negative relationship withthe Hopelessness Scale (r = - 
0.73). The reliability of HHI was high as the alpha coefficient was 0.97 and test-retest reliability 
after two weeks was 0.91. 

Caregiver Quality Of Life Index-Cancer (CQOLC) was developed by Weitzner, Jacobsen, 
Wagner, Friedland, and Cox (1999) to assess Quality of Life in the caregivers of cancer patients 
and is a 35 item instrument with a five -point Likert-type scale, ranging from not at all to very 
much. Eight of the items were reverse scored and a high score on the scale suggests better 
Quality of Life. Test-retest reliability was 0.95 and internal consistency was 0.91 indicating the 
scale to be reliable. 
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Procedure 

The study was initiated after taking due permission from MNJ Institute of Oncology and Bibi 
Cancer Hospital. The participants were made comfortable, explained the purpose of the study 
and their infonned consent was taken. Written and verbal instructions were given and they were 
encouraged to seek clarification in case of any doubts. The tools which were translated into the 
regional languages of Hindi and Telugu for the convenience and understanding of the 
participants were administered when required. Data collected was analysed using SPSS v 20 and 
appropriate statistical analyses were used in line with the objectives of the study. 


RESULTS 


Mean, Standard Deviation, t-test, and Pearson’s Product Moment Correlation were used to 
analyze the data. Table 1 shows the independent t test results of dimensions of hope and quality 
of life in the caregivers of breast cancer and ovarian cancer patients. Results show that there are 
no significant differences in the levels of Hope and Quality of Life between caregivers of breast 
cancer and ovarian cancer patients. 

Table 1 Mean, Standard Deviation (SD) and t ratio of temporality and future, positive 
readiness and expectancy, interconnectedness and quality of life in caregivers of breast cancer 
patients and ovarian cancer patients. 


Scale 

Breast Cancer 
Caregivers 

Ovarian Cancer 
Caregivers 

t Value 

Mean 

SD 

Mean 

SD 

Temporality and 
Future 

12.35 

2.18 

12.05 

1.90 

0.46 

Positive Readiness 
and Expectancy 

13.30 

2.00 

13.10 

1.97 

0.32 

Interconnectedness 

13.70 

1.95 

12.75 

2.57 

1.32 

Caregiver Quality 
Of Life 

57.10 

16.82 

63.15 

15.21 

1.19 


Table 2 shows the independent t test results of dimensions of hope and quality of life of the 
caregivers of breast cancer and ovarian cancer patients in different age groups. Results show that 
there are no significant differences in the levels of hope and quality of life between caregivers of 
cancer patients in the age group of 20- 30 and 30- 40 years indicating that age doesn’t have an 
influence on hope and quality of life of caregivers. 
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Table 2 Mean, Standard Deviation (SD) and t ratio of temporality and future, positive 
readiness and expectancy, interconnectedness and quality of life in caregivers between the age 
group 20-30 years and 30-40 years. 


Scale 

20-30 Years 

30-40 Years 

t Value 

Mean 

SD 

Mean 

SD 

Temporality and 
Future 

12.05 

2.06 

12.35 

2.03 

0.46 

Positive Readiness 
and Expectancy 

13.25 

1.97 

13.15 

2.01 

0.16 

Interconnectedness 

13.10 

2.47 

13.35 

2.18 

0.33 

Caregiver Quality 
Of Life 

62.75 

16.05 

57.50 

16.17 

1.03 


Independent t test results of dimensions of hope and quality of life of the caregivers of cancer 
patients belonging to different socio economic status are presented in table 3. Results show that 
there are no significant differences in the levels of two of the dimensions of hope - temporality 
and future and interconnectedness and quality of life indicating that socio economic status 
doesn’t have an influence on these dimensions of hope and quality of life of caregivers. 
However, there was difference in the dimension of positive readiness and expectancy with 
caregivers from lower middle class showing higher levels than upper lower class. 

Table 3, Mean, Standard Deviation (SD) and t ratio of temporality and future, positive 
readiness and expectancy, interconnectedness and quality of life in caregivers between the 
Upper Lower Class and Lower Middle Class. 


Scale 

Upper Lower Class 

Lower Mic 

die Class 

t Value 

Mean 

SD 

Mean 

SD 

Temporality and 
Future 

11.95 

2.23 

12.60 

1.90 

0.00 

Positive Readiness 
and Expectancy 

12.55 

1.96 

13.90 

1.77 

2.29* 

Interconnectedness 

12.70 

2.77 

13.85 

1.63 

1.59 

Caregiver Quality 
Of Life 

59.15 

14.97 

61.70 

17.26 

0.49 


Note :* p < 0.05 


Results of correlation analysis, presented in table 4, show that positive readiness and expectancy 
as well as interconnectedness were negatively related with caregivers’ quality of life. Increase in 
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positive readiness and interconnectedness resulted in decrease in the quality of life of caregivers 
of cancer patients. 


Table 4, Correlation between Hope its dimensions namely temporality and future, positive 
readiness and expectancy, interconnectedness and Quality of Life. 



Temporality 
and Future 

Positive Readiness 
and Expectancy 

Interconnectedness 

Caregiver Quality Of 
Life 

-0.15 

-0.35* 

-0.36* 


Note :* p < 0.05 


DISCUSSION 


The purpose of this study was to detennine if there is a difference in the levels of hope, its 
dimensions and quality of life in caregivers of cancer patients based on the type of cancer - 
breast and ovarian, age - 20 to 20 and 30 to 40 years; and socio economic status - upper lower 
and lower middle class. The results reveal that type of cancer and age did not play a role in the 
levels of hope and quality of life in caregivers of cancer patients. There was no significant 
difference in the levels of hope, its dimensions -temporality and future, interconnectednessand 
quality of life in the caregivers of different socio economic status as well. However, levels of 
positive readiness and expectancy differed significantly with caregivers from a higher socio 
economic status, that is, lower middle class reporting higher levels than those from upper lower 
class. 

Research looking into factors affecting hope in caregivers has found that a number of factors 
play a role with both individual, social and disease related factors influencing hope. Type of 
cancer may directly not have any influence on hope in cancer patients and their caregivers. 
However, it may have indirect effects by way of influencing the treatment, effect of treatment, 
impact on the patient’s self image and so on. Hope also appears to be dynamic and undergoes 
changes depending on the length of treatment, stage of treatment and type of treatment. In the 
present study, patients who had been recently diagnosed were recruited and all were undergoing 
chemotherapy and this could account for there being no differences in the levels of hope in the 
caregivers. Age was again found to have no direct influence on the levels of hope in the present 
study; though Lohne, Miaskowski and Rustoen (2012) found that younger caregivers were at risk 
of having lower levels of hope, their sample was considerably older than the sample of the 
present study. 

In the present study socio economic status influences the dimension of hope - positive readiness 
and expectancy, positively in cancer caregivers. Research indicates that socio economic status 
has a positive impact on cancer survival and quality of life as it may increase access to resources- 
financial, tangible, informational and social (Artinyan et ah, 2010; Clegg et ah, 2009). Socio 
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economic status also has indirect effects as the lower middle class caregivers could be more 
educated as compared to the upper lower class caregivers and be more aware about the disease, 
suffering of the patient, the ongoing treatment and how to take care of the patient. Further they 
could be financially more stable as compared to the upper lower class caregivers. These could be 
some possible factors for the higher levels of positive readiness and expectancy level. 

The present study enabled the measurement of hope and quality of life in a sample comprised of 
the family caregivers. The results revealed that there was significant negative correlation between 
positive readiness and expectancy, and quality of life, as well as between interconnectedness and 
quality of life. Hope and quality of life are related concepts as found in a study on hospice 
patients with cancer (Brown, 2005). 

Despite the findings of the study, it has a few limitations. Firstly, this study consisted of a small 
sample and did not take a cross section sample of caregivers from across various socio-economic 
strata. The sample was also restricted with the age of the caregivers taken into consideration and 
the type of cancer as well. Thus future research in this area should fill these lacunae, by taking a 
wider sample with people from different socio economic strata, rural areas, ages, etc. 

Caregivers of cancer patients undergo intense stress as they have the dual responsibility of taking 
care of the physical and psychological needs of the cancer patient as well as coping with their 
own distress arising from having a family member suffer with cancer. Factors such as stress, 
fear, anxiety, burden, depression, and hope can affect a caregiver’s psychological well-being 
which in turn can affect their quality of life. Social support for the caregivers can have indirect 
effects on the patients’ recovery as well. Therefore, various psychological counseling sessions 
should be administered by counselors to the patients as well as their caregiver to improve their 
quality of life. 

Acknowledgments 

The author appreciates all those who participated in the study and helped to facilitate the 
research process. 

Conflict of Interests 

The author declared no conflict of interests. 


REFERENCES 


Andershed B., & Temestedt B. M. (1998). Involvement of relatives in the care of the dying in 
different care cultures: involvement in the dark or in the light? Cancer Nursing, 21, 106-116. 
Artinyan, A., Mailey, B., Sanchez-Luege, N., Khalili, J., Sun, C. L., Bhatia, S., ... & Kim, J. 
(2010). Race, ethnicity, and socioeconomic status influence the survival of patients with 
hepatocellular carcinoma in the United States. Cancer, 116(5), 1367-1377. 


© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 46 





Hope and Quality of Life in Caregivers of Cancer Patients 


Brown, C. (2005). Hope and quality of life in hospice patients with cancer (Doctoral dissertation, 
University of South Florida). 

Clegg, L. X., Reichman, M. E., Miller, B. A., Hankey, B. F., Singh, G. K., Lin, Y. D., ... & 
Bernstein, L. (2009). Impact of socioeconomic status on cancer incidence and stage at 
diagnosis: selected findings from the surveillance, epidemiology, and end results: 
National Longitudinal Mortality Study. Cancer causes & control, 20(4), 417-435. 

Covinsky, K. E., Goldman, L., Cook, E. F., Oye, R., Desbiens, N., Reding, D.,... & Cryer, H. G. 
(1994). The impact of serious illness on patients' families. Jama, 27 2( 23), 1839-1844. 

Donelan, K., Hill, C. A., Hoffman, C., Scoles, K., Feldman, P. H., Levine, C., & Gould, D. 
(2002). Challenged to care: informal caregivers in a changing health system. Health 
Affairs, 21(4), 222-231. 

Dufault, K., & Martocchio, B. C. (1985). Symposium on compassionate care and the dying 
experience. Hope: its spheres and dimensions. The Nursing Clinics of North 
America, 20(2), 379-391. 

Dwyer, J., Lee, G., & Jankowski, T. (1995). Reciprocity, elder satisfaction and caregiver stress 
and burden: The exchange of aid in the family caregiving relationship. Journal of 
Marriage and Family, 35-43. 

Ebright, P. R., & Lyon, B. (2002). Understanding hope and factors that enhance hope in women 
with breast cancer. Oncology Nursing Forum, 29, 561-568. 

Given, C. W, Stommel, M., Given, B., Osuch, J., Kurtz, M. E., & Kurtz, J. C. (1993). The 
influence of cancer patients’ symptoms and functional states on patients’ depression and 
family caregivers’ reaction and depression. Health Psychology, 12, 277-285. 

Grov, E. K., Dahl, A. A., Mourn, T., & Fossa, S. D. (2005). Anxiety, depression, and quality of 
life in caregivers of patients with cancer in late palliative phase. Annals of 
Oncology, 16(1), 1185-1191. 

Herth, K. (1990). Fostering hope in terminally-ill people. Journal of Advanced Nursing, 75(1 1), 
1250-1259. 

Herth, K. (1992) Abbreviated instrument to measure hope: development and psychometric 
evaluation. Journal of Advanced Nursing, 77(10), 1251-9. 

Herth, K. (2000). Enhancing hope in people with a first recurrence of cancer. Journal of 
Advanced Nursing, 32(6): 1431-41. 

Herth, K. A. (1989). The relationship between level of hope and level of coping response and 
other variables in patients with cancer. Oncology Nursing Forum, 76(1), 67-72. 

Hoffmann, R. L., & Mitchell, A. M. (1998, October). Caregiver burden: historical development. 
In Nursing Forum (Vol. 33, No. 4, pp. 5-12). Blackwell Publishing Ltd. 

Holt, J. (2000). Exploration of the concept of hope in the Dominican Republic. Journal of 
Advanced Nursing, 32(5), 1116-1125. 

Kavradim, S. T., Ozer, Z. C., &Bozcuk, H. (2013). Hope in people with cancer: a multivariate 
analysis from Turkey. Journal of advanced nursing, 69(5), 1183-1 196. 


© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 47 



Hope and Quality of Life in Caregivers of Cancer Patients 


Lehto, U. S, Ojanen, M., Kellokumpu-Lehtinen, P. (2005) Predictors of quality of life in newly 
diagnosed melanoma and breast cancer patients. Annals of Oncology, 16, 805-816 

Lohne, V., Miaskowski, C., & Rustoen, T. (2012). The relationship between hope and caregiver 
strain in family caregivers of patients with advanced cancer. Cancer nursing, 35(2), 99-105. 

Matthews, B. A., Baker, F., & Spillers, R. L. (2004). Family caregivers’ quality of life: influence 
of health protective stance and emotional strain. Psychology & Health, 19(5), 625-641. 

McMillan, S. C. (1995). Quality of life of primary caregivers of hospice patients with 
cancer. Cancer Practice, 4(4), 191-198. 

Pitceathly, C., & Maguire, P. (2003). The psychological impact of cancer on patients’ partners 
and other key relatives: a review. European Journal of cancer, 59(11), 1517-1524. 

Schumacher, K., Beck, C. A., &Marren, J. M. (2006). Family Caregivers: caring for older adults, 
working with their families. AJN The American Journal of Nursing, 106(8), 40-49. 

Shennan, D. W., Ye, X. Y., McSherry, C., Calabrese, M., &Gatto, M. (2006). Quality of life of 
patients with advanced cancer and acquired immune deficiency syndrome and their 
family caregivers. Journal of palliative medicine, 9(4), 948-963. 

Stotland, E. (1969). The psychology of hope. San Francisco: Jossey-Bass. 

Weitzner, M. A., Jacobsen, P. B., Wagner Jr, FI., Friedland, J., & Cox, C. (1999). The Caregiver 
Quality of Life Index-Cancer (CQOLC) scale: development and validation of an 
instrument to measure quality of life of the family caregiver of patients with 
cancer. Quality of Life Research, 5(1-2), 55-63. 

Wolff, J. L., Dy, S. M., Frick, K. D., & Kasper, J. D. (2007). End-of-life care: findings from a 
national survey of informal caregivers. Archives of Internal Medicine, 167(1), 40-46. 


How to cite this article: G Sunkarapalli, A Agarwal, S Agarwal (2016), Hope and Quality of 
Life in Caregivers of Cancer Patients, International Journal of Indian Psychology, Volume 4, 
Issue 1, No. 69, ISSN:2348-5396 (e), ISSN:2349-3429 (p), DIP:18.01.006/20160401, ISBN:978- 
1-365-45447-9 


© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) 


48 




The International Journal of Indian Psychology 
ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) 

Volume 4, Issue 1, No. 69, DIP: 18.01.007/20160401 

ISBN: 978-1-365-45447-9 

http://www.ijip.in | October-December, 2016 


Motivational Interviewing Tool for Health Recovery 

Saurav Kumar 1 *, Dr. Mona Srivastava 2 , Dr. Manushi Srivastava 3 , 
Avadhesh Kumar 4 , Abhimanyu Gupta 5 


W 


The International Journal of 

INDIAN PSYCHOLOGY 


ABSTRACT 


Motivational interviewing is a directive, client centered counseling style that aims to help client 
explore and resolve their ambivalence about behavior change. Motivational interviewing plays 
pivotal role in improvement of health condition although primarily it was developed for fighting 
with addiction problem but now it shows its contribution in clinical setting to promote weight 
reduction, dietary modification, exercise thus having a potential profound impact on heart 
disease, hypertension diabetes mellitus prompting to use safe sex practices and protecting from 
the risk of HIV and other STD diseases. Motivational interviewing stresses on way of 
communication from traditional advice giving to reflective listening. Principles of motivational 
interviewing are Express empathy, Avoid arguments, Develop discrepancies, Roll with 
resistance and Support Self efficacy. As, it has been seen that motivation plays key role in any 
person’s life and many diseases flourishes due to our lack of motivation to change behavior and 
our life style that used to exacerbate morbidity. Motivational interviewing technique used to act 
as a catalyst to accelerate our activities through behavior change and protecting us from health 
related problems in future. 


Keywords: Motivational interviewing, health, behavior change. 

Behavior change in client is a major challenge for today’s professional involved in medical 
management. Chronic diseases (e.g., cardiovascular diseases, mental health disorders, diabetes, 
and cancer) are flourishing the nation resulting in over-utilization of health care resources which 
in turn raises the costs and taxes the health care system as a whole. 
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While our medical system spends much of our resources and energy on treating illness rather 
than cultivating health. The most galvanizing apparatus to achieve the desired result lies within 
the individual or the client. This is where a breed of interventional techniques come in and in this 
branch of patient centered techniques is the highly effective, behavior modifying approach 
known as motivational interviewing. 

Motivational interviewing (MI), originally described by Miller in 1983 and more fully discussed 
in a seminal text by Miller and Rollnick in 1991, has been used extensively in the addiction field 
(Dunn, Deroo, & Rivara, 2001; Noonan & Moyers, 1997). There has been considerable recent 
interest on the part of public health, health psychology, and medical professionals in adapting MI 
to address other health behaviors and conditions, such as smoking, diet, physical activity, 
screening, sexual behavior, diabetes control, and medical adherence (Emmons & Rollnick, 2001; 
Resnicow, Dilorio, et ah, 2002), although primarily it was developed for manages relevance in 
prevention and management of substance use and various other disorder. 

Miller and Rollnick (2002) defined MI as “a client-centered, directive method for enhancing 
intrinsic motivation to change by exploring and resolving ambivalence”. Motivational 
interviewing neither a discrete nor entirely new intervention paradigm but an amalgam of 
principles and techniques drawn from existing models of psychotherapy and behavior change 
theory. It can be thought of as an egalitarian concept that promotes equality among Practitioner 
and client during the session relationship is seen as partnership rather than an expert and 
recipient one. Motivational interviewing stresses on way of communication from traditional 
advice giving to reflective listening. 


MOTIVATIONAL INTERVIEWING PRINCIPLE AND TECHNIQUES 


Miller and Rollnick suggest the following clinical principles upon which MI is based: express 
empathy, develop discrepancy, avoid argumentation, roll with resistance, and support self- 
efficacy (Miller & Rollnick, 1991) 

Express Empathy: This principle calls for the practitioner to enter the patient’s world. What are 
the patient’s concerns? Why is change difficult? What outcomes does the patient want to see? 
What obstacles are in the way? What is the patient’s background? In essence, the practitioner’s 
ability to understand the patient’s experience, and to communicate that understanding, what will 
help the patient achieve the desired change. 

Develop discrepancy: This principle helps patients in understanding where they are and where 
they want to be. Patient present values and future goals a technique that acquaints patient about 
future scenario as a consequence of their decision making. For example, the practitioner may run 
through a list of positive and negative consequences of a decision to, say, continue to smoke or 
begin a cessation program. Part of the power in this approach lies in the patient’s verbalizing the 
positive outcomes as weighed against the current course of behavior. 
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Avoid argumentation: Any fonn of Conflicts and disagreement in a patient-practitioner 
relationship has no space in the process of motivational interviewing. In Contrast MI promotes 
freedom of open discussion with egalitarian approach and discourages any form of autocratic 
behavior from practitioner it is liberal and client has full freedom to express their feelings freely 
and any fonn of Coercion and force is suppressed. 

Roll with resistance: As MI believes on collaborative approach any fonn of combative and 
deadly tone is discouraged and clients resistance is not encountered and challenged directly but 
instead flows with the resistance, moving toward a closer detection of clients perspective and 
mindset. The emphasis is given on clients view and counselor can provide their suggestions how 
to overcome obstacles in by their collaborative and joint effort. 

Support Self efficacy: Developing belief inside the client about their potential and they can 
come out of problems by giving reference through their past effort that in past they have succeed 
and other ones who have been successful .They have potential hidden inside them they can swim 
across the pound of hindrance. 

Spirit of Motivational Interviewing are as follows: 

Collaboration: Counseling involves a partnership that respects and accepts the clients point of 
views. The counselor provides an atmosphere that is conducive rather than coercive to change. 
Evocation: The potential and motivation for change are presumed to dwell within the client. 
Intrinsic motivation for change is enhanced by drawing on the client’s own perceptions, goals, 
and values. Evocation is in turn compared with education, in which there is an assumption of a 
deficit in the client’s “knowledge, insight, and/or skills” that must be corrected by the therapist. 
Autonomy: The therapist respects the client’s right and freedom for choice any form of pushing 
to act in particular way from therapist is discouraged. 

Reflective Listening : The goals of reflecting back to the client include demonstrating empathy, 
affirming clients thoughts and feelings, and helping the client continue through the self- 
discovery process. Reflections involve several levels of complexity or depth, ranging from 
understanding content to exploring meaning and feeling (Carkhuff, 1993). Argumentation or 
direct persuasion is considered counterproductive and is to be avoided, as it is likely to produce 
defensiveness or resistance. Instead, the style is generally quiet and facilitative, and the 
relationship is more like a partnership or companionship than an expert/recipient one. 

Resistance, on the other hand, is seen as a signal to change strategy. It is not opposed, but rather 
acknowledged and explored, with the view to shifting the patient’s perceptions. 

The techniques of MI are applied within the context of the ingredients for effective brief 
interventions, using the acronym FRAMES, namely Feedback, Responsibility for change lies 
within the individual, Advice giving, Menu of change options, Empathic style, and Self-efficacy 
is enhanced. In MI, however, advice is not given without the patient’s permission, and when 


© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 51 



Motivational Interviewing Tool for Health Recovery 


given, is accompanied by actively encouraging the patient to make his or her own choices 
(Miller, 1994). 

MI do not proceed in a well manner when the practitioner argues that the patient has a problem 
and needs to change, and starts giving direct advice, or prescribes solutions to the problem 
without the patient’s pennission or without actively encouraging the patient to make their own 
choices. MI is also not being offered if the practitioner takes an authoritative/expert stance, 
leaving the patient in a passive role, or functions as a unidirectional infonnation delivery system. 

The client is encouraged to talk about their typical day, and thereby talk about their current 
behaviour in detail within a non-pathological framework. The client is asked to tell the positive 
and negative side of continuing same behavior. Some suggested questions are: “What are the 
good things about smoking and not so good things about smoking.”Clients are encouraged to talk 
as much as or more than therapist. There is generally no direct attempt to annihilate denial, 
confront irrational or maladaptive beliefs, or convince or persuade. Instead, the goal is to help 
clients think about and verbally express their own reasons for and against change, how their 
current behavior or health status affects their ability to achieve their life goals or live out their 
core values. 

To achieve these ends Motivational interviewing therapist have faith on reflective listening and 
positive affirmations rather than on direct questioning, persuasion, or advice giving clients are 
encouraged to think about their current satisfaction with life and what the future looks like both 
if they continue as they are and if they change their behavior. The client is invited to weigh up 
the pros and cons of changing his or her behavior. 

Similarities and Dissimilarities with other theoretical models 

MI is rooted in Rogers’s person-centered approach to psychotherapy. Similar to Rogerian 
therapy, MI counselors use reflective listening to express understanding of the client’s feelings 
and experience, and considerable effort is placed on understanding the client’s subjective reality. 
Although both MI and Rogerian therapy accept that change is ultimately up to the client, MI can 
be more directive and goal oriented (Rollnick & Miller, 1995). For example, when MI is applied 
in health promotion and public health settings, there may be desired outcomes for clients to 
modify behavior in a specific direction (e.g., quitting smoking or decreasing fat intake). Whereas 
in Rogerian psychotherapy a goal may be to help the client accept and integrate incongruent 
behaviors or socially unacceptable attributes, in MI greater emphasis is placed on resolving these 
discrepancies and building motivation for change (Patterson, 1986). 

Although apparently MI is similar to the Trans theoretical model (TTM), in that both models 
emphasize the need to match interventions to the client’s readiness and pros and cons for 
changing behavior and MI intervention protocols often incorporate some elements of “staging,” 
there are subtle differences. 
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The distinction between MI and TTM is in part due to pragmatics, in that MI is generally 
provided as a “real-time,” face-to-face (or telephone) intervention, whereas most TTM 
interventions have been delivered through audiovisual modalities, without direct or immediate 
interpersonal interaction. 

Motivational interviewing can also be distinguished from cognitive behavior therapy (CBT). 
CBT often involves the counselor confronting a client’s irrational or maladaptive beliefs. MI, on 
the other hand, rarely involves direct confrontation of beliefs on the part of the counselor 
.However, the MI counselor may use reflective listening to clarify such beliefs and to “softly 
confront” how they influence current behaviors, as well as how these beliefs and actions may 
affect clients’ ability to achieve happiness and their broader life goals. 


Efficacy of Motivational Interviewing in diverse health areas: 


S.No. 

Study 

Study type 

Participants 

Findings 

1 . 

Heathe 

Compared brief MI, 

123 heavy drinkers. 

MI group was more effective 


r et ah, 

skills-based brief 


than two others 


(1996) 

counselling, or no 
intervention. 


Groups. 

2. 

Sellma 

Compared MET with a 

122 participants with 

The MET group showed 


n et 

similar brief 

mild to moderate 

significantly less heavy 


ah, 

intervention, Person 

alcohol dependence. 

drinking at 6 weeks and 6 


( 

Centred Therapy 


months follow-up than the 


2001) 

(PCT). 


other two groups. 


Stotts 

Compared 

269 women who 

The results suggest that 43% of 

3. 

et ah, 

experimental group 

were still smoking at 

the women who received the 


(2002) 

having motivational 

28 weeks gestation. 

full MI intervention (n = 175) 



interviewing with 


were not smoking (i.e. no 



control group without 


cotinine in urine samples) at the 



any intervention. 


34th week of gestation 
compared to 34% of the control 
group. 

4. 

Treasu 

Compared group 

125 female patients 

MET to be as effective in the 


re et 

having intervention in 

with bulimia 

short-term (i.e. over 4 weeks) 


ah, 

the form of MET with 

nervosa. 

as CBT in reducing symptoms 


(1999) 

group getting CBT. 


of binge eating, vomiting and 
laxative abuse. 
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CONCLUSION 


Motivational interviewing perceives to have broad application in health recovery and promotion. 
It provides practitioners with an effective means of working with patients who are ambivalent 
about, or not ready for change. Motivational interviewing is a key to unlock the door of a 
treasure in the form of human potential of which individual is not acquainted and is buried inside 
the crust due to ambivalence nature to change behavior. Motivational interviewing used to work 
as a traffic signal and gave direction on an unclear path. Questions remain, however regarding 
how MI works with different conditions and individuals and the impact of MI across different 
ethnic, age, and socio demographic populations. 

Despite MI contribution in health behavior change, there are few controlled studies evaluating 
the efficacy of MI with heath. More research is needed to be in this direction. 
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ABSTRACT 


Background: In the current competitive world, every student’s life is very stressful due to 
various factors like studies, exams, batch mates, lecturers or pressure by parents. Stress is 
sometimes called as the wear and tear experienced by everyone’s body because we need to adjust 
to the ever changing environment. Objective: Aim was to assess the perceived stress and coping 
profde among undergraduate medical students in Bagalkot. A total of 100 undergraduate 
students from S. N. Medical College, Bagalkot were included based on systematic random 
sampling test methods. Each enrolled student was given two self-rating questionnaires-Perceived 
Stress Scale and Brief Cope Inventory. Chi-square test and Fisher’s exact were used for analysis. 
Result: Majority of study participants had belonged to very high health concern level followed 
by high health concern level. Most of the participants used self-distraction and active coping 
strategy. Perceived stress was not associated with sex, religion, place of domicile or type of the 
family. Conclusion: The effect of stress depends on the way it is perceived. The coping 
strategies are usually influenced by socioeconomic and cultural characteristics. So they vary 
from individuals to individuals. Students who are stressed must receive counseling on how to 
manage and cope up with the stress. We need to enforce early interventions strategies to improve 
the quality of life of each student by reducing the stress. 


Keywords: Perceived Stress, Coping Profile, Medical Undergraduates. 


Medical education is the most stressful period in a budding doctor’s life because of multiple 
reasons like heavy syllabus and competition. If we take stress with a positive attitude, it will 
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compel us to act on any situation. But when taken in a negative sense, it will lead to feelings of 
rejection, anger, and depression-health problems like headaches, stomach upset, sleep 
disturbances, ulcers, hypertension, heart ailment, and stroked 1) 

Stress contributes to various health problems everywhere. We feel stressed out even at home, 
office, and academic environments. The consequences of stress differ in what way it is thought 
and the coping strategies adopted varies between individuals and are influenced by ethnicity, 
cultural characteristics etc. (2) 

The etio-pathogenesis of stress is multi-factorial and differs across environments. Among 
university students, perceived stress takes the form of academic stress triggered by academic 
goals, financial burden, time management pressures, and concerns about health.(3) 

Stress in medical fraternity is an established phenomenon encountered worldwide and many 
students seem to be under distress at all stages including pre-clinical, paraclinical, and clinical 
years. (4, 5, 6, 7) 

Stress might lead on to depression, anxiety, alcohol use, nicotine use, burnouts leading to 
discontinuation of studies, and also suicidal ideas. (8, 9) 

Coping strategies are the thoughts and actions used while dealing with a threatening situation. A 
stressful situation may be considered a threat for one but not necessarily for his/her neighbor. 
Two people may become stressed by the same situation, but for different reasons. As we all 
become stressed for one or the other reasons we need to choose a coping strategy depending 
upon our perception of the severity of the stress. We have problem focused and emotion focused 
coping strategies. 

If a student is mentally healthy, he can have better social relationships, more enthusiasm to learn 
with ambition to achieve his future goals. Students are subjected to experience many mental 
disorders due to stress.(10)Stress during education impairs student’s cognitive ability and distorts 
perception/ 1 1) 

The adverse effect of psychological distress among students lowers their self-esteem which 
might cause many problems at both personal and professional levels leading to college dropout, 
impaired ability to work effectively, poor academic, disturbed relationship and suicide. (12) 

Few previous studies were conducted in Bagalkot and none of the previous studies have 
evaluated students’ coping strategy. Taking into consideration all these factors it becomes an 
interesting avenue to explore stress and what coping mechanisms they adopt among under 
graduate medical students in Bagalkot. 
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Aim: 

• To assess the perceived stress and coping profde among undergraduate medical students 
studying S. N. Medical college, Bagalkot. 


METHODOLOGY 


Design of the Study 

Study design: College based - Cross sectional study. 

Study group : Undergraduate medical students 
Study period: April 2016 

Sample size and its calculation: 

All eligible undergraduate medical students according to inclusion criteria are taken. 

Sample size was calculated as below: 

According to analytical study done by Nandi M, Hazra A , Sarkar S, Mondal R, Ghosal MK at 
Institute of Post Graduate Medical Education and Research , Kolkata revealed the prevalence of 
stress among medical students was 43.35% . 

Considering this, our sample size was calculated. Hence, the prevalence was taken p=43.35. The 
allowable error (1) is taken 10%. The sample size was calculated with the formula 
N= 4pq/l 2 

P=43.35, q=56.65, 1=10% 

= 4x(43.35)x(56.65)/(10) 2 
= 98.23 
= 98 

So the desired sample is 100. The 100 undergraduate medical students are selected for study by 
using systematic random sampling test methods. 

Inclusion criteria 

a) Undergraduate medical students residing at the hostel, S.N. Medical College, Bagalkot. 

b) Individuals giving informed consent. 

Exclusion criteria 

(a) Patients previously diagnosed or individuals on treatment for psychiatric disorders. 
Parameters Studied and Techniques to be Employed 

Ethical clearance was obtained from the Institute’s Ethics Committee (Human Studies). Written 
informed consent (English) was taken from all study subjects, before enrolment in the study. 

Collection of samples 

We gave the number for all 500 UG students, then every 5 th student is selected for the study. 
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This cross-sectional study enrolled 100 undergraduate medical students. The nature and the 
purpose of the study was explained briefly to the study population in the informed consent form 
and then the study population were recruited according to inclusion-exclusion criteria based on 
universal sampling. Then, specially constructed semi structured Profonna was given to the study 
population for collecting socio-demographic details and collecting various study parameters. 
Standardized scales as below, which were self-administrable, were handed over to the sample 
population. 

1. The Perceived Stress Scale (PSS) is the most widely used psychological instrument for 
measuring the perception of stress. It measure show much a situations in anyone’s life are 
perceived as stressful. The questions in the scale enquire the participants about their feelings 
and thoughts during the previous one month. In every case, participant is asked to indicate by 
circling how often he/she felt or thought a certain way ranging fromO means never to 4 
referring very often. We need to reversing responses to get the PSS scores (e.g., 0 = 4, 1 = 3, 
2 = 2, 3 = 1 & 4 = 0) to the 4 positive items (items 4, 5, 7, & 8) and then adding all the scale 
items. Interpreting scores: 0-7=very low health concern, 8-1 1 is a low health concern, 12-15= 
average health concerns, 16-20=high health concern, 21+ =very high health concern. The 
PSS was initially designed for use in community samples with minimum qualification of 
high school education. The items are simple to understand, and the different responses are 
grasped easily. The questions are of a general nature.(13) 

2. Brief Cope Inventory: The Brief COPE is a self-report questionnaire used to assess a number 
of different coping behaviors and thoughts after a person’s response to a specific situation. It 
consists of 14 subscales: self-distraction, active coping, denial, and substance use, use of 
emotional support, use of instrumental support, behavioral disengagement, venting, positive 
refraining, planning, humor, acceptance, religion, and self-blame. After reading a situational 
specific scenario, 28 coping behaviors and thoughts (2 items for each subscale) These items 
deal with ways one is coping with the stress in his/her life. There are many ways to try to 
deal with problems. These items ask what the participant does to cope with the given 
situation. Each item says something about a particular way of coping. It assesses to what 
extent the participant is doing what the item says. How much or how frequently. Participant 
is asked to rate each item separately in his/her mind from the others, with a scale of 1 ( — I 
haven‘t been doing this at all) to 4 = 0.57-0.90a( — five been doing this a lot. (14) It is a well 
validated scale even in Indian population. (15) 

During the study period, the following parameters were estimated 

Data was collected and tabulated using Microsoft excel. Frequency and percentages calculated 
for all quantitative measures. Mean and standard deviation were calculated for qualitative 
measures. Chi- square test was used to analyze categorical values. P value of <0.05 is considered 
as statistically significant. SPSS 1 1 was used to process the data. 
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RESULTS 


The mean age of the respondents was 21.6years (SD-1.75). Of the 100 participants 78% were 
male, 73% were from urban background, and 79% were from nuclear family and most of them 
were from higher socio-economic status. (Table 1) Based on the Perceived Stress Scale, majority 
belonged to very high health concern level 42% followed by high health concern level 
28%. (Table 2) Based on Brief Cope Inventory, 45% of study participants are having self- 
distraction, 38%-active coping, 13%-denial, 1 1%-substance use, 24%-use of emotional support, 
30%-use of instrumental support, 12%-behavioral disengagement, 16%-venting, 17%-positive 
reframing, 25% -planning, 28%- humour, 24%-acceptance, 27%-religion and 26%-self-blame. 
Perceived stress was not associated with gender, religion, place, type of family or year of MBBS. 
They are not statistically significant. 


Table 1: Descriptive statistics of socio-demographic factors among medical undergraduates 


Variable 


Numbers % 

Gender 

Male 

78% 


Female 

22% 

Age(in years) 

16-20 

26% 


21-25 

71% 


26-30 

3% 

Year of MBBS 

First 

7% 


Second 

36% 


Third 

27% 


Fourth 

30% 

Place 

Rural 

27% 


Urban 

73% 

Family Type 

Nuclear 

79% 


Joint 

21% 

Socioeconomic status 

Higher 

99% 


Lower 

1% 

Habits 

Nil 

95% 


Alcohol Abuse 

1% 


Nicotine Use 

4% 


Table 2: PSS Scores and Percentage of stressed students 


PSS Scores 

Percentage of Students 

0-7 

2% 

8-11 

12% 

12-15 

16% 

16-20 

28% 

21+ 

42% 
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DISCUSSION 


Stress is experienced in each and every field by every one of us in day to day practice. Main 
factors related to students’ stress may be attributed to parents’ expectations, long study duration 
for completing MBBS. These lead to a large amount of stress on medical students. It is essential 
for students to be mentally sound to succeed in academics. There are various scales to assess the 
stress like GHQ-28, DASS-21 and Perceived stress scale, which are widely used. These scales 
have been tested and validated in multiple languages. As found in our study, other studies also 
show that these scales have a good internal consistency. Our study reports a very large number of 
medical students experiencing high amount of perceived stress, and the coping strategies used by 
stressed students to deal with the stress are different from that used by non-stressed students. One 
study conducted by Sreerama reddy et.al., showed similar findings. (16)A study by Redhwan 
et.al. Among medical students in Malaysia reported that most common methods used to deal 
with stressful events were the active coping strategies.(17) 

In a study done by Salam A et.al., it was found a total of 41.9% of the medical students were 
having emotional disturbances.(18)Stress can occur due to variety of factors like social 
adjustment to the environment, assignments, relationship with others, competitive pressure to 
secure a maximum marks in exams. The ability to deal with the stress depends on individual 
coping skills. Excessive exposure to stress may pose to physical and mental health problems. 
(19)In another study by Zaid ZA et.al, it was noted that the prevalence of emotional disorders 
among students was very high and showed significant association between emotional disorders 
and students’ relationship with the parents, siblings and teachers and also the grade of pressure 
before the exams. It is better have high index of suspicion about emotional disorders at an early 
stage so that we can offer treatment to those who are affected. (20)Stress contributes to multiple 
health related problems worldwide. Medical students are exposed to different stressors during 
their study period. Majority of them used active coping and self-distraction rather than avoidant 
strategies. If we are able to assess the causes of stress among students and the ways the students 
use to deal with the stress will aid the teachers to monitor and control the stress inducing factors 
in order to reduce stress experienced by students. 


CONCLUSION 


The understanding of stress is complex and causes are multi-factorial. Finding the students in 
distress will help reduce psychiatric morbidity and even prevent suicide attempts. Assessing 
students’ problems will definitely help prevent the ill effects of stress on heath and academic 
performance. Our study results also warrant the need for further study, in the fonn of 
longitudinal follow-up. We can help the students to cope up with their problems in the academics 
by stress management programmes in all medical colleges like conducting workshops on stress 
and effective coping strategies. As the well-known saying goes, there is no health without mental 
health and we want to conclude by saying that emotional disturbances in the fonn of depressive, 
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anxiety symptoms are present in larger rate among undergraduate medical students that require 
early intervention. 
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ABSTRACT 


A child’s personality and behaviour has always been a reflection of his/her upbringing and the 
values that the parents have given him or her. Each parent has their own way to deal with their 
children. Parenting style has often seem to affect a child’s personality traits like persistence, 
trust, forgiveness, or attributes like self-efficacy, identity formation, or behaviour like 
aggressiveness, etc. To further explore the role of parenting style, this study aims to see its role 
in determining self-esteem and loneliness. To fulfill this purpose, a sample of 100 undergraduate 
students was drawn from Delhi University, and parenting style, self-esteem and loneliness were 
measured. The findings revealed a positive relationship between parenting styles and loneliness 
and a negative relationship between parenting styles and self-esteem. 


Keywords: Parenting Style, Self-Esteem, Loneliness. 


Developmental psychology is one of the branches of psychology that is a scientific approach to 
study how children and adults develop over time. Most of the developmental theories focus on 
childhood period as it is the period during an individual’s lifespan when the most changes occur. 
For the purpose of explaining development, this discipline takes into account the contribution of 
both nature and nurture. While nature may help explain most of the physical development of an 
individual, nurture seems to have major effects on how an individual’s personality is shaped at a 
later stage. 


Parents form the most immediate environment of the child. Developmental psychologists have 
long been interested in how parents impact a child’s development. Some children raised in 
dramatically different environments can later grow up to have remarkably similar personalities. 
However, keeping in mind the nature -nurture debate, one can also say, children who share a 
home and are raised in the same environment can grow up to have astonishingly different 
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personalities. There are no set guidelines for the parents to follow while raising their child, thus 
each parent has his/her own way of raising the child. The parenting styles play an important role 
in the development of a child over the time. Therefore, this paper aims to study the role of 
parenting styles in determining loneliness and self-esteem, two very important aspects of an 
individual’s personality. 

Parenting Styles 

Baumrind (1971) conceptualized parenting styles as a parent’s attitude towards their children, the 
values they attach to their own parenting and the practices they resort to when dealing with their 
children. These can be categorised as authoritative (high demand and high responsiveness), 
authoritarian (high demand and low responsiveness), pennissive (low demand and high 
responsiveness) and indifferent or neglectful (low demand and low responsiveness) (Baumrind, 
1971). It must also be understood that these parenting styles build the affective environment in 
which the child develops the perception of her/his parents’ behaviour. 

In 1993, researchers Harris and Brown examined whether parental indifference and abuse in 
childhood had any specific link to anxiety or disorder later on in their adult life. Results of the 
study indicated that indeed, parental indifference and abuse did significantly raise the likelihood 
of depression and/or anxiety in adulthood. Parents constitute the foundation upon which the child 
is guided from a state of guiding them infantile dependence into autonomy. Hence, it is evident 
that the parenting styles adopted by the parents have both an immediate as well as lasting effect 
on the child’s social functioning as well as personality. Freud and Erikson heavily emphasised on 
the importance and the impact of the relationship between the individual and their caregivers on 
their subsequent ‘normal’ development, both in tenns of personality and later development in 
multiple areas- more specifically, social. 

Children with authoritative parents are more competent than children raised with other parenting 
styles. Such children are also seemed to have low levels of well-being, but high levels of 
achievement. Steinberg et al. found that children with neglectful parents showed the lowest 
levels of both well-being and achievements. Many researches also show how parenting style 
affects different aspects of a child’s personality like self-esteem (Hosogi et al., 2012). 

Self Esteem 

In terms of sociology and psychology, self-esteem constitutes of a person’s overall evaluation of 
her or his self-worth, value, importance, or capabilities (Myers & Myers, 1992). Rosenberg 
described self-esteem as a favourable or unfavourable attitude towards the self. It is a resultant of 
the judgement we make of our own self, as well as the consequent attitude we have towards our 
own self. In other words, self-esteem is nothing but the extent to which one values, approves of 
or appreciates him or herself. 
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Among adolescents, and especially students, a low self-esteem can propagate feelings of 
alienation as a consequence of the belief that they are inferior to their peers, and hence, 
experience feelings of being ‘left behind’, even though this idea might be completely falsifiable. 
Taken to extreme lengths, it might even give rise to depression and detaching themselves from 
their social circuits out of fear of possible rejection and/or failure. It’s important to note that self- 
esteem is not only determined by ‘feeling good about oneself psychologically, but the image we 
have of our physical appearance also plays a major role. Owing to society’s stringent views of 
‘beauty’, this has become an especially important concern. 

Interactions between a child and the parents play a major role in shaping her/ his self esteem. 
Supportive and encouraging parenting results in high self-esteem wherein the child is actively 
encouraged to initiate exploratory behaviour. According to previous researches, family factor is 
one of an important external factor that influences self-esteem (Growe, 1980; Buri et ah, 1987; 
Buri et ah, 1992). Therefore the present study focuses on parenting styles as an important 
external factor. 

Loneliness 

Asher and Paquette (2003) pointed out that loneliness by itself is not pathological, but is more of 
an internal emotional state. Nonetheless, high levels of loneliness may lead to negative 
outcomes, especially for adolescents and students. It is important to note that loneliness does not 
indicate a lack of companionship, but it depends entirely on our subjective assessment of our 
relationships, and whether we feel emotionally connected to those around us. Hence, it comes as 
no surprise that loneliness can distort our perception about our existing relationships, making us 
withdraw and alienate ourselves from them. Consequently, those around us might get hesitant to 
approach us, further aggravating our feelings of loneliness. 

The relationship between low self-esteem and loneliness becomes clear when adolescents with a 
low self-esteem experience feelings of alienation and detachment because of their belief that they 
are inferior in their peer group strata. In turn, feelings of loneliness too, might often give way to 
low self-esteem issues. An individual feeling lonely may attribute the cause of her /his loneliness 
to ‘not being good enough’. 

Loneliness has a strong connection to parenting styles, hence, making it possible to trace it back 
to childhood. Neglectful parenting can result in the child feeling lonely, because they do not 
receive the attention and affection they require from their parents. This leads the child to try and 
develop social relations on their own accords, failing at which they begin to harbour feelings of 
loneliness (Matthew J. Miller). It then, comes as no surprise that neglectful parenting cripples the 
child’s ability to form healthy social bonds, since she/he lacks any sense of wannth or 
attachment, and as a result is unable to attribute the same to her/his own relationships. Healthy 
parenting involves constantly encouraging the child to take active part in activities and build 
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friendships. It also requires giving adequate time to the child so she/he can have healthy and 
fruitful experiences. Absence of parental involvement leads to a lack of social development and 
isolation. Thus this study focuses on he influence of parenting styles on loneliness. 

Present Study 

The present study aims to study self-esteem and loneliness, as a result of parenting styles, among 
the undergraduate students of Delhi University. Both Freud’s and Erikson’s emphasize the role 
of parents in the development of one’s personality. Parenting styles have seemed to determine 
various aspects of one’s personality such as trust, forgiveness, gratitude, hope, depression etc. 
Thus this study focuses on the relationship between parenting styles and self-esteem and 
loneliness. 



METHOD 


Participants 

The data was collected from 100 undergraduate students of Delhi University, out of which 52 
were females and 48 were males. The sample was drawn using Random Sampling Method. The 
socio-economic status of the participants was held constant, and also information about their 
family was also taken like number of family members and number of siblings. 

Tools Used 

Three tools were used for data collection. They are as follows 

1. Measure of Parental Styles- This scale was developed by Parker et al. (1997). It is a self- 
assessment tool that is used to measure perceived parenting style across three different 
measures i.e. Indifference, Overcontrol and Abuse. The measure is ‘retrospective’, meaning 
that adults (over 16 years) complete the measure for how they remember their parents during 
their first 16 years. The measure is to be completed for both mothers and fathers separately. 
This tool has 15 items each for mothers and fathers, and is rated on a 3-point Likert scale. 

2. UCLA Loneliness Scale- This scale was developed by Russell in 1996. It is a 20-item scale 
designed to measure one’s subjective feelings of loneliness as well as feelings of social 
isolation, rated on a 4-point Likert scale, where 1= “Never” and 4= “Often”. 
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3. State Self Esteem Scale- This scale was developed by Heatherton & Polivy (1991). It is a 20- 
item scale that is subdivided into 3 components of self-esteem, i.e. performance self-esteem, 
social self-esteem, and appearance self-esteem. All items are answered using a 5 -point scale 
(1= not at all, 2= a little bit, 3= somewhat, 4= very much, 5= extremely). 


RESULT 


Mean and Standard Deviation of all the variables used in the study were found out, as shown in 
Table 1. Pearson’s Product Moment Correlation (r) was calculated amongst all variables as 
shown in Table 2. 


Table 1: Mean and Standard Deviation of all the variables 


Variable 

Mean 

Std. Deviation 

Indifference (Mother) 

2.0500 

3.99589 

Indifference (Father) 

2.4800 

3.47423 

Abuse (Mother) 

1.5700 

2.67897 

Abuse (Father) 

.8700 

1.72126 

Over-control (Mother) 

3.9700 

2.49223 

Over-control (Father) 

3.0100 

2.42252 

Father’s Total 

6.3600 

6.78013 

Mother’s Total 

7.5900 

8.06300 

Loneliness Total 

41.7100 

7.32409 

Performance Self- Esteem 

25.5000 

4.47327 

Social Self-Esteem 

26.0100 

5.36260 

Appearance Self-Esteem 

19.3300 

4.63421 

Self-Esteem Total 

70.8400 

11.89153 


N=100 


Table 2: Pearson ’s Product Moment Correlation among the variables 


Variables 

Loneliness 

Performance SE 

Social SE 

Appearance SE 

Self- 

Esteem 

Indifference (M) 

** 

.257 

** 

-.356 

** 

-.267 

-.159 

** 

-.316 

Indifference (F) 

.075 

** 

-.423 

** 

-.492 

** 

-.262 

** 

-.483 

Abuse (M) 

* 

.249 

** 

-.415 

** 

-.365 

-.182 

** 

-.392 

Abuse (F) 

.152 

** 

-.297 

** 

-.403 

-.138 

** 

-.347 

Over-control (M) 

.169 

** 

-.398 

* 

-.212 

* 

-.227 

** 

-.334 

Over-control (F) 

** 

.264 

** 

-.368 

** 

-.341 

* 

-.226 

** 

-.380 

Total (F) 

.171 

** 

-.424 

** 

-.476 

* 

-.250 

** 

-.471 

Total (M) 

** 

.262 

** 

-.437 

** 

-.319 

* 

-.209 

** 

-.390 


N=100; **p<.01, *p<.05 (M=Mother; F=Father) 
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A perusal of Table 2 shows that Father’s Parenting Style (Indifference, Abuse and Over-control) 
as a whole shares a significantly negative correlation with Self-Esteem ( **p<0.1 ) and a positive 
but non-significant relationship with Loneliness (r=0. 171). Mother’s Parenting Style 
(Indifference, Abuse and Over-control) share a significantly positive correlation with Loneliness 
and a significantly negative correlation with Self-Esteem ( **p<01 ). 


DISCUSSION 


This study aimed to study the relationship between parenting styles and self-esteem, and 
parenting styles and loneliness among the undergraduate students of the University of Delhi. 
Previous researches have taken into consideration numerous variables while explaining this 
phenomenon. Variables like problem solving, academic self-efficacy, sense of belongingness, 
perceived social support, etc. have found to be related to different parenting styles in different 
ways. In this study we explored the relationship between parenting styles and self-esteem, and 
parenting styles and loneliness. 

The extent of literature shows that different parenting styles shape a child’s personality 
differently. Previous researches have tried to investigate the connection between parenting styles 
and personal traits. Most studies show that there’s a link between self-esteem and parenting 
styles that can be further explored. There appears to be a correlation between certain parenting 
styles and higher or lower levels of self-esteem in children (Hosogi et ah, 2012). In this study, 
we used Measure of Parental Style (MOPS) (Parker et ah, 1997) that is a self-assessment tool, 
retrospective in nature, and it covers three parenting styles i.e. Indifference, Abuse and Over- 
control for both father and mother differently. To measure self-esteem, State Self-Esteem Scale 
(Heatherton & Polivy (1991) was used, and it has 3 components i.e. Performance SE, Social SE 
and Appearance SE. The results show a significantly negative correlation between Father’s and 
Mother’s Parenting Style and self-esteem as a whole (r=-0.471; r=-0.390 **p<.01). The findings 
indicate that in the given sample, both the mother and the father adopted an indifferent and over- 
controlling parenting style that led children to grow up with low self-esteem. To measure 
loneliness, the UCLA Loneliness Scale (Russell, 1996) was used. The result showed that over- 
controlling and indifferent parenting style leads to an increased feeling of loneliness among the 
undergraduates. A significantly positive correlation was found between the parenting styles of 
mother and father with loneliness (**p<. 01). 

Thus the findings of the current study contribute to our understanding of possible effects of 
different parenting styles on self-esteem and loneliness among individuals. These findings 
support the general research pertaining to relationships between parenting style and self-esteem 
(Growe, 1980; oh, 2004) and parenting style and loneliness. Parents who are indifferent or over- 
controlling towards their children are not usually warm or supportive which might make the 
children feel isolated and lonely. If parents are warm, supportive and involved in their children’s 
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life, this might instill feelings of self-worth in them and make them recognizer their self-worth, 
value and importance (Myers & Myers, 1992). 
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Teachers and teacher educators are the key players in the process of making quality in education 


a reality. A teacher’s effectiveness and quality learning outcomes are directly linked to each 
other. It’s urgent to see Teacher Education in overall context of the education system to ensure 
right process paving way to quality in school education. Whereas professionally qualified 
teachers are in the system, they need high quality orientation in methodology to transact 
curriculum n the classroom. This can be most powerfully strengthened thru regular In-Service- 
Training (INST) programs, focusing on teacher’s existing capacities. The Education for All 
Global Monitoring Report (2013/ 2014) states that an education system is only as good as its 
teachers. Developing teachers’ capacity to enhance the quality of learning remains essential and 
evidence shows that education quality improves when teachers are supported and deteriorates if 
they are not (UNESCO, 2014a). 

Meeting international goals (e.g. Millennium Development Goals (MDGs], Education for All 
(EFA], World Summit on the Information Society (WSIS)) by 2015 and beyond requires 
substantial investment in teacher training institutions so that adequate pre-service and in service 
training can be delivered (UNESCO-UIS, 2006). Under TE, the teachers are prepared thru Pre- 
Service Trainings {PST}, improving capacities of existing teachers addressing their needs, and 
orienting them to new practices in the school class rooms. It’s urgent to expose teachers to 
outcome-oriented transactional modalities in teachings for all stages of school education. 

Though the PST is distributed amongst private partners catering to various professional teaching 
courses as per norms laid by NCTE, INST remains with government owned TTIs. DIETs are 
major influence in this arena, as they were conceived under National Policy of Education 
1985/1992. The absence of Training Institute for secondary level gave bigger mandate to DIETs 
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in INSTs. Whereas States have a subtle mechanism to create various modules to conduct 
specialized trainings, there is an absolute vacuum in creating a mechanism that captures the 
existing competence of the teacher as a PERSON, and banking upon those strengths to nurture 
the system. A teacher is not only an expert in teaching; s/he is a whole person coming with their 
own set of beliefs and socio-cultural influences. It’s pertinent to understand them thru their 
academic achievements as well as exploring bit of their passionate selves to enhance their 
interest in the profession. 

DIETs are supposed to do 20 days trainings for each teacher every year under SSA. Seeing the 
large number of teachers in the catchment area of any DIET, the cascading model becomes the 
only choice. 

A DIET can only perform efficiently if this large number of teachers is well recorded. 


THE SCENARIO: INST 


Every district gets a target, so was Luck now, to train teachers under SSA/TE. We categorized 
various trainings into 03 broader categories: 

1- Pedagogical and methodology based 

2- Curricular based/ content based 

3- Community based 

These programs generally run throughout the year. Some months are heavy loaded. Initially the 
planning part was acutely ad hoc. There was no Calendar of Activities (Co A) to monitor 
programs, or rather running it on planned track. During the process of streamlining, we first 
concentrated on procedural part, detailing on every steps of logistics involved, from Faculty to 
office support staff and accounts wing to provide financial aids to follow guidelines for a 
particular training program. 

Scene One : It’s a general scenario to see almost same familiar faces in every training program. 
One teacher is Mater Resource Person (MRP) in Hindi, English, Social Science, and may be in 
SMC training too. It’s possible to find a person with Science background having received 
training for creating Master Trainers (MTs) in Sanskrit or in Mathematics as well. It’s possible 
that a Science Person can handle Sanskrit as subject. Problem is why not to choose someone who 
has done PG in Sanskrit, or to pick someone who is rather PG in Mathematics, than just being a 
PCM-Science Graduate. 

Scene Two: To conducting a training program in cascade model, a TTI is supposed to create a 
pool of RPs at district level to percolate trainings at block level. DIET, having no background of 
teachers in detail, asks Blocks to send certain number of teachers for the training without 
specifying on basic requirements. DIET communicates, “Send 03 teachers each from the Block 
for so-and-so training...” On the day of first day of training, you get 03 or fewer teachers. 
Against a written communique, teachers are sent on verbal communication. If someone reports 
late, and the Faculty asks to explain, the most prompt is generally, “I was on way to School, got 


© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 72 





Teacher Training Management System: Case Study of DIET Lucknow 


a call to attend the training, and I am here...” If the Faculty scans training room, most faces are 
familiar, and they live near the town. 

Scene Three: TTIs get target in numeric, and the monitoring of the same is done on qualitative 
parameters. The target is quantitative in terms of teachers to be trained and the allocation is 
based on the number of the target. 

The above-mentioned scenarios have universal similarity in TTIs all over India. The level of 
objectivity, or a well thought of mechanism is not set to address INST. DIETs have no control 
over this process, and so are Block people. Not that block doesn’t have any data on teachers, but 
the data they have is static and is not suitable for the purpose of identifying “Right person for the 
Right Job.” If an Institute doesn’t have the data of its own direct clientele, it’s possible that the 
job performed might not be done in outcome-oriented ways. 

The third scenario indicates the lack of concerns on harmonizing quality and quantity going 
parallel. It also displays the absenteeism of any well thought of mechanism to deal with massive 
number of teachers, and the value of trainings. Training is like any other routine regular activity 
in DIET. It is not inbuilt in institutional arrangements. Unfortunately, building strong human 
resources is not only necessary but urgent in school education system, especially in State like 
UP, where huge teachers’ vacancies, substantial number of single teacher schools still exist. TTIs 
have least preparedness to meet out challenges like infrastructure limitations, and planned 
pedagogical interventions. Various Achievement surveys indicate towards low level of academic 
accomplishment amongst children. In this light, INST becomes one area where a systemic 
planning and calculated approach too not only meet the targets, but also reaching out the quality 
deficit is highly required. In INST process, content, and learning outcomes are necessary 
components, leading to more reflective and experiential teaching in the classrooms. When such 
important component in TE is dealt in more routinized fashion, there is huge possibility of not 
reaching near the expected outcomes. 

The Trigger 

Our team was more sceptical about INST processes, and generally used to make fun in groups. 
Worst was that everyone in the sector is aware of this ad hoc syndrome. It was important to bring 
about seriousness, and outcome oriented passion amongst Faculty. Let me quote here, that 
generally the quality of Faculty is above average, and the sensitivity towards educational issues 
are beyond any doubts. The core group on Trainings was always discussing serious concerns. We 
used to communicate our concerns on INST to SCERT as well. Data ha nk on teachers, their 
detailed profiling was the only way out for shifting control button in DIET, fonn the Blocks. 

The exposure trip to Karnataka in 2007 came as a spotlight to see issue more clearly with a hint 
of solution. We visited SCERT, Karnataka, and for field level interventions, we travelled to 
Mysore. Observing training actually didn’t have anything stimulating, but when the team settled 
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in Block office, and we were offered various records to flip flop, just to enhance our learning. I 
got the best record. It was a documentation register horizontally spread with information related 
to all teachers who were trained till date. The size of the register was a proof of expanded entries 
on every single teacher. I was much impressed with the finesse the infonnation was preserved. 
The year was perhaps December 2006. 

I drew my attention to multiplicity of efforts each year TTIs, and their subsidiary wings do. It 
does never lead to better management based on statistical analysis. The above beautiful 
maintained document can’t help the planning of the next year, as it’s not humanly possibly to 
filter from a huge data manually. 

Team worked on collection of data based on training performance of DIET, Lucknow in the year 
2006-2007 to start with a calculated move. To reach somewhere, we did same massive compiling 
job on trainings received by every individual teacher in a critical year. Whereas one teacher is 
supposed to get 20 days training under SSA, here the final picture says that the range of days 
against teachers varies 03 days to 28 days. It exposed the shallowness of the INSTs, despite the 
fact that our team is academically sound and believes in quality performance, both individually 
and as a team. 

We explained this to the then Director of SCERT. 

Two things were immediately finalized: 

1- Use of technology 

2- Enrolling all stakeholders in the project. 


PRE-PROJECT ON TEACHER TRAINING MANAGEMENT SYSTEM (TMS) 


Working on manually collected Data in 2006-2007, the team should develop a format, capturing 
more infonnation on every single teacher at Elementary level, to create a dynamic database that 
reflects strength of a teacher as a person and as a professional both. 

Works proposed: 

1- Identifying a tech- engineer, or a person working in the field of ICT to understand new language 
of TMS; 

2- Preparing a format to collect details (Biographical/academic/professional, and as an Individual to 
understand his/her personality type, as a whole person) on Teachers from Primary and Upper 
Primary in the entire district to understand teachers in totality; 

3- Analyzing and sharing the data collected on INST in 2006-2007, to develop an understanding on 
the gravity of problems, and being more perspective in approach; 

4- Consulting with partners/stakeholders regularly to seek support. It involves Faculty and Block 
level functionaries. Planning this orientation to zero in the hard spots in organizing a training 
program, and on feedback mechanism. To call teachers to represent in the team facilitating us to 
their viewpoints at the same time; 

5- Holding workshops for orientation on process detailing, and acquiring their views to make a 
product that suits to all administratively and also serving the purpose to deliver INST 
meaningfully; 
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6- Getting details on various training programs taken place at Block/NPRC levels; 

7- Showcasing the concept and work progress on digital training mechanism; 

8- List of stakeholders at every level of conducting any training program; 

Focus Points 

1- To make INST more focused and meaningful, and a responsible activity; 

2- Policy planning and better scheduling of trainings; 

3- To avoid repetitive work on all functionaries involved in the process; 

4- Making data available to analyze and use them as base for further planning; 

5- To work on the idea of “who needs what”. It’s well known fact that one size doesn’t fit all. “Free 
size” is very generic, and it doesn’t work in academics. Flere teachers come from diverse socio- 
economic background, and their notions on educational accomplishments also vary. Their 
sensitivity, creativity, and imaginative quotients are not captured thru any mechanism. Though as 
a matter of fact, it plays a vital role in an individual’s life and performance. The attempt is to 
make it more utility oriented for the teachers. 

6- To meet challenges of logistics pre/post and during a training program. For example, sometime 
participants sent to a training program are not in consistent with the objective of the program. 

7- Ensuring attendance of the teacher-participants during trainings; 

8- Taking into cognizance the academic achievements, area of interest, passion, expertize etc. to 
treat Teacher a whole person, rather than a professional only, to bank upon his/her strengths. 

9- Reporting more handy, and a regular process, leading to mid-reviews of the progress; 

10- Organically connected with overall schemes of trainings, giving INST a holistic format; 

11- Re-aligning stakeholders to perform INST as core job with excellence; 

12- Devising it as an instrument to formulate Academic Development Plan of the District; 

13- Creating strong school engagement thru efficiency; 

1 4- Paradigm change in training methodology; 

15- Bringing control of data and process to the main agency responsible for providing academic 
support in the district; 

Requirements for Process Improvement 

1- Creating a centralized data bank at DIET level, by data acquisition and digitalization; 

2- Building an all new process of scheduling training of teachers from primary and upper 
primary levels; 

3- Strengthening framework for feedback reports; and 

4- Handling the complexity and automation of process. 

Project Period 

There was not much idea of the work coming ahead. The most basic data available was of the 
numbers of the teachers. As part of this same project, a data on training programs attended by the 
teachers under SSA and Teacher-Education was collected in 2007-2008. 

According to a close estimation, two years were bracketed as design and testing period. The 
application is to be started in 2010-2011. 
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Challenges 

1- No dedicated funds for this venture; 

2- It’s difficult to budget strictly, as none of us have any idea of the challenges. The data is massive, 
and it is addressing a more variable data; 

3- No phase was planned initially, so we got stuck with in consecutive year during up-gradation, 
because of nouns in names and school names. This led to allotting UID to each teacher to 
facilitate adding up of trainings one has underwent into any critical year; 

4- There was zero finance; 

5- There was no example of dealing with technology in such big way into teacher-education; 

6- To exactly zero in as to what we want as client; 

7- Making the vendor educational term friendly; 

8- Collection of data; 

9- Making of software, and it’s real application to get the expected outcomes; 

Strengths 

1 - A motivated team; 

2- Conceptualization of the whole idea turning it into reality; 

3- Willingness of all stakeholders from DIET Faculty to Block level functionaries; 

4- A team ready to provide us technological solutions, converting ideas into digital reality; 

5- Data of previous years; 

6- A comprehensive futuristic plan and approach with open-mindedness; 


FUTURISTIC APPROACH 


This software is very futuristic. It has scope and space of improvements. Initially it was a 
desktop version, converted into web version in 2012. Block log in was also created, with a 
complete orientation of Block level functionaries. In the initial year, we didn’t go for UID, later 
on the need was felt and this component was well integrated in the software. 

The proposed plan is to integrate financial expenditures on trainings, as per allocation. 

In technology, the best feature is to incorporate add on when and where needed. This software 
designed as a complete training solution to empower teachers through INST, duly focusing on 
their strengths and needs. 
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ABSTRACT 


The current study aimed at estimating a percentage of underachievers in the sample of school 
students across the city of Chandigarh. It also aimed at studying self efficacy in underachievers 
in comparison to normal achievers. A sample of 105 students of class tenth, hailing from intact 
middle class families formed the sample. After initial identification of underachievers, both the 
groups were compared for the extent of externality, t ratio was found to be highly significant 
depicting that underachievers are high on the construct of externality. 


Keywords: Locus of Control, Life Skills 

Underachievement is a pervasive problem that results in a tremendous wastage of human 
potential, even among our most able students. The ever increasing number of reported suicides 
by the adolescents in the city itself because of not being able to up to the mark in academics is an 
indicator of over emphasis on performance. Underachievement is defined as “a discrepancy 
between a person’s intellectual capacity (IQ) and performance on a standardized achievement 
test” (Mendel and Marcus, 2016). According to Larry Smith (2015), “Academic 
underachievement is not meeting expectations and academic potential”. Some of the prominent 
causes of underachievement as concluded by researchers are emotional problems, secondary 
gains, teacher - student relationship, peer pressure, fear of failure, boredom, creativity and 
sibling rivalry. Church, M., Elliot & Gable, S. (2014) characterizes underachievers as falling into 
eight different types: 

• Rebel 

• Conformist 

• Stressed learner 

• Struggling student 

• Distracted learner 

• Bored student 
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• Complacent learner 

• Single sided learner 

According to Felton and Briggs (2014), “underachievers expect to fail, generally set their goals 
too high or too low and have an external locus of control”. According to N.Roberts (2016), 
“Underachievers do not believe that they are in control of their own success and learning by the 
types of choices they make”. 

Life Skills are ‘living skills ‘or abilities for adaptive and positive behavior that enable individuals 
to deal effectively with demands and challenges of everyday life. Midgley; Middleton & Kaplan, 
A (2013). According to Elliot & McGregor, H. (2012) Life Skills are set of skills which are 
necessary for the promotion of psychosocial wellbeing in children. These skills include: decision 
making, communicating building self esteem, developing relationships, dealing with conflicts, 
problem solving, self awareness, coping with stress etc. Life skills are ‘living skills’ or abilities 
for adaptive and positive behavior that enable individuals to deal effectively with demands and 
challenges of everyday life (WHO, 2009). According to Jones (2009) “Life skills are sequence of 
choices affirming psychological life that people make in specific skills areas”. 

Life skills are used during every moment of our lives in various situations like choosing friends/ 
career, making and breaking relationships, understanding one’s needs, and interacting with 
teachers and parents. Life skills, therefore, are the building blocks of one’s behavior and need to 
be leamt well to lead a healthy, meaningful and productive life (Bharath & Kumar, 2013). 

Areas of Life Skills 

Life skills are categorized by various youth and health organization and adolescents’ researchers 
in different ways. Although the exact nature and description of life skills are likely to differ 
across social and cultural context, WHO (2007) suggested a core set of skills that are integral in 
promoting general well being. These sets of skills include: coping with emotions, self awareness, 
empathy, interpersonal relationship, problem solving, decision making, critical thinking, creative 
thinking, communication, and coping with stress. 

• Self esteem 

Self esteem is the “confidence in our ability to think, confidence in our ability to cope 
with the basic challenges of life and confidence in our right to be successful and happy, the 
feeling of being worthy, deserving, entitled to assert our needs and wants, achieve our values and 
enjoy the fruits of our efforts” (Branden, 1999). 

• Self efficacy 

Self efficacy is one of the most powerful determinants of behavioral change because it 
causes people to take that first step towards their goal, it motivates them to make a concerted 
effort, and it gives them the strength to persist in the face of adversity. It refers to the confidence 
in once ability to behave in such a way or to produce a desirable outcome (Bandura, 1977). Self 
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efficacy makes a difference in how people feel, think and act. Self-efficacy pertains to optimistic 
belief about being able to cope with a variety of stressors. Adolescents with high self efficacy 
choose to perform more challenging and difficult task. In terms of feeling low level of self 
efficacy is concerned with depression, anxiety and helplessness. 

• Well being 

Well being is defined as our happiness, confidence, physical condition and general 
outlook on life. It is about feeling good and taking care of yourself, responsibilities that can often 
be neglected when juggling the rigorous demands of everyday living. Well-being is the 
subjective feelings of contentment, happiness satisfaction with life’s experiences and one’s 
performance academically (Martinez & Dukes 2014) 

• Adjustment 

Each day we faced with new situations that demands decisions involve change in both 
our internal state and our external environment. The process of adjustment involves a person’s 
attempt to cope with master and transcend such challenges. The adjustment of adolescent very 
much depends on the fulfillment of their significant specific needs that consist of physical needs, 
emotional needs, social needs, intellectual needs, oral needs and vocational needs. It may be 
helpful, therefore, to devote a little more space to two important qualities of adjustment. First, it 
is a process that involves continuous changes and the second people develop consistent pattern of 
adjustment to these constant changes. 

Students make many transitions during their years of schooling: from home to school, middle to 
high school, and high school to college or work. These transitions are usually major events in the 
lives of students and parents. The stresses created by these transitions can be minimized when 
the new environment is responsive to each particular age group. 

Objective: 

• To study the locus of control in the underachievers in comparison to the nonnal 
achievers. 

Hypotheses: 

• It was hypothesized that the underachievers would be higher on external locus of control 
than the nonnal achievers. 

Sample: 

The sample comprised of 102 students of class tenth from various private schools across the city 
of Chandigarh. The students belonged to intact middle class families. 

Tools: 

The psychological tests used for the present study were: 

• Raven’s Standard Progressive Matrices 

• Rotter’s scale of Locus of Control 
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Procedure 

Phase 1: Raven’s Standard Progressive Matrices was administered to all the students. Their 
percentile ranks were recorded. Their academic scores of previous year were recorded and 
converted into academic percentile ranks .The underachievers and nonnal achievers were 
identified in this manner. 

Phase 2: Rotter’s scale of Locus of Control was administered to underachievers as well as 
nonnal achievers .T test was applied to check the significance of difference between the mean 
scores on locus of control. 

Scoring: 

IQ percentiles were recorded using the manual of Raven’s Standard Progressive Matrices. 
Academic scores were converted into percentile ranks using ogive. Those individuals were 
identified as underachievers, whose IQ percentile exceeded the academic percentile by at least 20 
points. 


■results I 

MEAN SCORE ON LOCUS 
OF CONTROL 

UNDERACHIEVERS 

NORMAL ACHIEVERS 

16 

10 


t ratio = 9.09 significant at 0.01 level 


DISCUSSION 


The current study aimed at studying the locus of control in underachievers as compared to 
nonnal achievers. The mean score of underachiever group on locus of control was 16 while that 
of nonnal achiever group was 10. The difference between means was found to be highly 
significant. Thus, our hypothesis that underachievers would be higher on externality is supported 
by the results. In other words we can say that the group of underachievers is more likely to 
attribute their success or failure to chance factors or to those around them. They do not consider 
themselves responsible enough for their own actions make lesser effort and thus do not achieve 
up to their potential. 

Underachievement was found to have a prevalence of 20% among the tenth class students of 
private schools across the city of Chandigarh that formed the sample of the study. The high 
prevalence as well as the difference in locus of control can be attributed to the fact that in our 
country, the child’s worth is evaluated in terms of academic achievement because of which a 
child is pressurized not only to perfonn well but to do so in some specific subjects that increase 
his career prospects as a doctor, engineer, IAS, etc. Thus, a lack of interest, coupled with extreme 
pressures, lead to distasteful perfonnance of tasks, evasion of responsibility and making of 
external attributions. 
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A wide body of research also suggests that underachievers are high on externality. Studies 
conducted by Heacox (2012) and Mandel and Marcus (2015) reveal that underachievers lack 
personal responsibility and let others have their control. They lack a connection between their 
efforts and its outcomes .They fear that their efforts would not pay off and they do not want to 
take the chance of failing. Anderson & Hamilton, (2015) 

The study has important implications in the field of school counseling. The identification of 
underachievers from amongst the students is the primary step that counselors need to take. They 
should also assess the reasons of underachievement in the student before formulating a strategy 
to tackle the same. 
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ABSTRACT 


School refusal is a common problem seen among children as well as adolescents. It is very 
commonly present with other psychiatric co-morbidities like anxiety disorders, mood disorders, 
neuro-developmental disorders, child abuse and many more. OCD is also a common psychiatric 
condition in children and adolescents. Childhood presentation of OCD becomes difficult to 
diagnose due to its presentation as well as child’s inability to describe symptoms. If untreated, it 
will significantly hamper child’s academic, social and family functioning. We present a case of 
12 years old boy with one year symptoms of school refusal, sadness and anxiety. He had been 
evaluated and found to have obsessions and compulsions underlying above mentioned 
symptoms. He was improved with Fluoxetine, Clomipramine and supportive psychotherapy. 


Keywords: Childhood, Obsessive Compulsive Disorder, School 

School refusal is a very common condition in adolescent who is making transition into a new 
grade or school. School refusal occurs in about 1-5% school aged children. 1 It is commonly 
associated with other psychiatric co-morbidities like separation anxiety disorder, depression, 
learning disability, social anxiety disorder, child abuse, and many more. There are many factors 
which contribute to school refusal. In any case, it requires immediate intervention, because the 
longer the absence from school, the more difficult it to interrupt.- OCD is characterized by the 
presence of recurrent obsessions or compulsions that are distressing, time consuming, or 
debilitating. Obsessive compulsive disorder is common among children and adolescents with life 
time prevalence of 2-4% with slight male preponderance in young children. 

Diagnosis of obsessive compulsive disorder may sometime difficult due to its various 
presentations. Here we are presenting a case of child with complain of school refusal for a year 
who had underlying OCD. 
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Case presentation 

A 12 years of boy referred to tertiary care psychiatric department with complain of school refusal 
for a year. All symptoms started developing when this boy was shifted to new school for 7 th 
grade. After few days of new school, he started complaining about peers, teachers and school. He 
reported that at school other boys used to bully him and he had difficulty adjusting this new 
place. His academic perfonnance started worsening and gradually he started refusing to go 
school. His parents found him weak, irritable, sad and isolated. For all these complain, his 
parents brought him to primary health care centre where he was given 10 mg of Escitalopram 
and 0.25mg of Clonazepam. His mood was improved with these medications but he was 
reluctant to go to school. So after a long absence from school, his parents decided to shift him to 
old school during new tenn. Even after joining an old school, his behavior didn’t change. He 
again started refusing to go to school and if he attended school, he used to just sit there and not 
write or read anything. Because of all these reason, they were advised to consult psychiatrist. 

First consultation was nearly one year after his all these problem started. He was sad and anxious 
while evaluation. He was reluctant to talk much in first sitting. On detailed and subsequent 
evaluation, we found that he had frequent and repetitive thoughts of becoming a bad guy, images 
of unwanted and bad people from new school and all these symptoms started one year back when 
he had joined new school. He reported of being distress of such thoughts and images and so he 
used to perform counting, washing, arranging rituals to get rid of those thoughts. Even many 
times he used to imagine good people to get rid of images of bad people. He reported these are 
the reasons why he used to refuse to go school as he thought it would help him in getting rid of 
these images. When he was shifted to old school, till that he developed compulsions of re-writing 
and re-reading, so he was frequently scolded for his slowness and that was why he refused to go 
old school. There was no any history of academic problem till 6th grade. There was no history of 
birth or developmental problem. His physical and neurological examination was nonnal. Routine 
investigation including blood counts, thyroid profile, electrocardiogram and 
electroencephalograph were normal. 

After making diagnosis of OCD with fair insight and school refusal, he was started on Fluoxetine 
with supportive psychotherapy. Initially dosage was started at lOmg which gradually increase up 
to 40mg over a month. With this dosage, his mood started improving, his time spending over 
rituals got decrease and so dosage was increase up to 60mg and same maintained for 2-3 months. 
But school related problems were still not resolved. After adding Clomipramine 25mg with 
fluoxetine 60mg, after 1 month his symptoms reduced considerably. He started attending school. 
He is maintained on the same medication over further period till he became regular in school. 


DISCUSSION 


The child discussed here is a case who presented with school refusal as a primary complaint. On 
further evaluating recurrent and intrusive thoughts, images with many compulsions found. 
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School refusal is a common problem seen among children as well as adolescents. 4 Thoughts and 
behaviors associated with OCD are often perplexing to child, parents, teachers and peers. 
Recognizing symptoms of OCD may be difficult as symptoms can easily be misinterpreted as 
oppositional behavior or meaningless worries. Also children or adolescents may try to hide their 
symptoms. Symptoms may fluctuate and vary over time to time, which further create 
complications. It can considerably affect many aspects of child’s life like academic, peer and 
social relationships and family functioning. So attempt should be make to diagnose symptoms 
earlier and treat with medications or psychotherapy or both. There are many studies showing that 
selective serotonin reuptake inhibitors alone or along with cognitive behavior therapy is effective 
in childhood OCD. 5 


CONCLUSION 


Many a time, childhood presentation of OCD becomes difficult to diagnose due to its 
presentation as well as child’s inability to describe symptoms. School refusal is most commonly 
associated with other psychiatric conditions, so by early evaluation we can help child getting 
back to school as well as treat underlying condition. 
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ABSTRACT 


Introduction: Issues affecting adolescent reproductive and sexual health are similar to those 
adults, but may include additional concerns about teenage pregnancy and lack of adequate access 
to information and health services. Worldwide, around 16 million adolescent girls give birth 
every year, mostly in low-and middle-income countries. Aim: The objective of this study was to 
see the knowledge of reproductive health among school going adolescents girls. Materials and 
Methods: The sample comprising of 50 respondents of school going adolescents girls and used 
lottery method by adopting simple random sampling technique from the class of VIII, IX and 
XI(number 120). A pre structure questionnaire was used to collect the data from the respondents. 
The pre structured questionnaire was designed especially with the objective of the study. The 
questionnaire consists of 28 questions and it has consists of the following segments: Part - I: 
Socio-economic and Demographic variables. Part - II: Awareness level about puberty. Part - III: 
Awareness level about sexual transmitted diseases. Part - IV: Health problem during puberty. 
Results: The socio-demographic details revealed that a majority of respondents were in the age 
group of 16 years (32%), class 11 (40%), Hindu in religion (90%), from urban background 
(92%), from nuclear family (80%), and majority of the respondents fathers occupation were 
unskilled labours (80%). Age of the respondents and their knowledge on puberty, constitute 38 
respondents said YES and 12 respondents said NO. Respondent’s knowledge on the occurrence 
of reproduction as per the class in which they are studying constitute 28 respondents said YES 
and 22 respondents said NO. Respondent’s knowledge about way of HIV spreading as per the 
place of living, constitute 33 respondents said YES and 17 respondents said NO. Conclusion: 
Based on the findings it may be concluded that the knowledge among the adolescent girls about 
reproductive health awareness, it was found that the knowledge of reproductive health awareness 
was limited among the adolescent girls. 


Keywords: Awareness, Reproductive Health, Adolescents 
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“Reproductive health is a state of complete physical, mental and social well-being and not 
merely the absence of disease or infirmity, in all matters relating to the reproductive system and 
to its functions and processes... It also improves sexual health, the purpose of which is the 
enhancement of life and personal relation, and no merely counselling and care related to 
reproductive and sexually transmitted diseases” (WHO, 1996). The above definition of 
reproductive health contained in the programme of the International Conference on Population 
and Development (ICPD), Cairo is an improved version of the World Health Organization’s 
technical definition, which was accepted by the United Nations general assembly. It is being 
followed by government and voluntary agencies world over and also utilized as a functional 
definition for the present study. The reproductive health thus includes a much wider area than 
only physical wellbeing. Reproductive health addresses the physical, social, emotional and 
psychological dimensions of sex and reproduction and not just the presence or absence of disease 
of reproductive organs. The proponents of the reproductive health framework believe that 
reproductive health is inextricably linked to the subject of reproductive rights and freedom. Also, 
the reproductive health concept extends beyond the narrow confines of family planning to 
encompass all aspects of human sexuality and reproductive health needs during the various 
stages of the life cycle. ICPD (International Conference on Population and Development 
Program) declares that all countries “should protect and promote the rights of adolescents to 
reproductive health awareness, information and care and greatly reduce the number of adolescent 
pregnancies”. The present study on reproductive health awareness is an attempt to respect and 
care about one’s basic needs contributing to healthy body and mind. This becomes most crucial 
now, due to rapid demographic changes, media, and globalization. It is an individual’s decision 
to reproduce or share physical expression. With growing individual autonomy and participation 
of adolescents it becomes a responsibility of the socializing agents to provide a guiding light 
towards a bright and stable future. The present concept of reproductive health awareness saw a 
scientific and global beginning with population studies and population education. It focused on 
developing individual’s framework towards population and its impact on oneself. As defined by 
UNESCO seminar (1970), population education is an awareness programme which provides for 
a study of the population situation in a family, community, nation and the world, with the 
purpose of developing in the students rational and responsible attitude and behaviour towards 
that situation (Swamy, 2005). The status of girls and women in society and how they are treated 
or mistreated is a crucial detenninant of their reproductive health. Educational opportunities for 
girls and women powerfully affect their status and the control they have over their own lives and 
their health and fertility. The empowerment of women is therefore as essential element for health 
(International Population Conference 1994). There are various studies conducted to assess the 
knowledge level of adolescents towards reproductive system and organs and awareness 
regarding sex knowledge on adolescent girls (16- 20 years) found that awareness regarding 
HIV/AIDS among adolescent girls is very low, adolescent girls also back adequate knowledge 
about sexual matter and contraception which results in early pregnancy, increased risk of STD 
infections, maternal morbidity and mortality and unsafe abortions. According to WHO, 250 
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million new cases of STD occur worldwide each year with a high rate in 16-19yrs age group. 
Young people are at risk of HIV/AIDS because they are in the transition phase of their life. 
Hence these young people have the rights to understand the changes they are going through and 
to develop skills of fonning healthy and responsible relationship. Many diseases can occur by 
lack of awareness, myths; hence there is need for creating awareness about reproductive health 
among the vulnerable groups. 

Reproductive health awareness: 

The Institute for Reproductive Health at Georgetown University conceptualized the 
Reproductive Health Awareness approach based on its work in natural family planning and 
fertility awareness. This cohesive approach helps community, educational, and health 
organizations offer knowledge and skills development in body awareness and self-care, gender 
awareness, sexuality, and interpersonal communication to their clients. Health is “a state of 
complete physical, mental, and social wellbeing and not merely the absence of disease or 
infirmity (World Health Organization, 1946).” This World Health Organization definition, years 
ago, helped to broaden the view of health care beyond a narrow institution based, authoritarian 
model of care led by health professionals. Increasingly, the patient has moved from being a 
passive recipient of care to a client or consumer of care who weighs alternatives, seeks second 
opinions, and assumes responsibility for prevention through diet, exercise, early treatment, and 
injury prevention measures. Though health education has become increasingly available through 
schools, community groups, mass media, the Internet, and other sources, many clients still do not 
have access to the high quality, reproductive -health information needed throughout their lives. 
This information would enable them to have optimum health, relaxed enjoyment of their 
sexuality, and understanding of how cultural values may help or hinder their reproductive and 
sexual health. 

Definition of Reproductive Health Awareness 

Reproductive Health Awareness is an approach designed to help people learn to observe their 
own bodies, understand its normal changes, and know what is healthy and typical for them. It 
helps people think about and understand cultural factors (such as gender and sexuality) that 
influence their reproductive health. It also helps people communicate appropriately with 
partners, healthcare providers, their children and parents, and others about reproductive health 
concerns, and make decisions that can have a positive effect on their reproductive health. 
Through Reproductive Health Awareness, people can learn to appreciate the regular functioning 
of their own bodies and reproductive systems, and use self-observation and an understanding of 
reproductive health to choose healthy behaviours, advocate for themselves, seek medical 
attention when needed, and communicate appropriately with healthcare providers. Since people 
who are aware of their reproductive health also understand what is nonnal for both men and 
women at different ages, they can actively participate in maintaining the health of their partners 
and children. This approach emphasizes empowering and involving both women and men in 
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reproductive health issues and the family and community in equitably allocating health resources 
and being responsible for actively participating in their own health care. These emphases are 
supported by the mandate of the United Nations conferences in Cairo and Beijing and by other 
groups of governments and NGOs that have addressed these issues. No one group has the time, 
access, talent, or resources to teach all people all they need to know for a lifetime of health 
learning. The Reproductive Health Awareness approach can be taught by a variety of 
organizations including community, educational, and health groups. It is an approach that can be 
integrated into ongoing programs, and coordinated with other community programs with 
complementary interests to help address a broad range of reproductive health topics throughout 
life. 

Four pillars of reproductive health awareness: 

The Reproductive Health Awareness approach is based on four foundational supports that are 
referred to as “pillars.” Each pillar supporting RHA is crucial on its own, but only when the 
pillars are combined is the RHA approach strongest and most effective. 

Body Awareness and Self-Care 

How we are taught to care for and respect our bodies influences our self-esteem, our views of 
how to treat the body, and how we view sexuality. Learning nonnal growth and development 
(for example, maturation of the body, fertility awareness, signs of disease, etc.), preventative 
health practices (for example, immunizations, low fat diet, routine testicular and breast exam, 
etc.), and avoidance of high-risk behaviours (for example, smoking, unprotected intercourse, 
high speed driving, etc.), equips us with infonnation that can change the course of our lives. 
Body awareness leads us to self-care, which is important for developing and maintaining good 
reproductive health throughout our lives. 

Gender 

We are bom either female or male but as we grow up we leam how to act and relate to others as 
women and men. This learned behaviour is what shapes our gender identity and our roles as men 
or women in society. Gender awareness is looking at ourselves through the filter of our own 
culture. As we become more aware of gender issues we learn how women and men are valued, 
whether gender-based violence is tolerated, and what practices are unfair, dangerous, or limiting. 
Through gender awareness, we also leam about biological differences, socially and culturally 
defined roles, how our gender perceptions can affect our relationships, how we communicate, 
and opportunities for reproductive and sexual health. 

Sexuality 

Sexuality is an important part of each of us. It includes all the feelings, thoughts, and behaviours 
of being female or male, being attracted and attractive to others, being in love, as well as being in 
relationships that include sexual intimacy and physical sexual activity. What we leam about 
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sexuality varies as we grow older, although at every age we should hear positive messages and 
leam respect for the powerful and beautiful ability to express ourselves through our sexuality. It 
is important that as individuals we establish our own safe and healthy sexual norms, understand 
the norms of our society, and work to eliminate behaviours that are violent and unsafe, making 
our societies healthier for all. 

Interpersonal Comm unication 

The ability to speak openly with our partners, children, parents, and peers profoundly affects our 
relationships with people. We need to be able to communicate without embarrassment to health 
providers, negotiate sexual behaviours with partners, teach children with respect, correct 
information, and handle verbal conflict before it leads to violent behaviour. We need to have the 
words and skills to communicate our joys and frustrations to those who share our space and 
lives. The goals of the Reproductive Health Awareness approach are to do the following — 

• Empower people to understand and take action to meet their own reproductive healthcare 
needs 

• Assist communities in understanding and achieving the benefits of high quality, accessible 
reproductive health care and information that meet the needs of community members 

• Facilitate the incorporation of body awareness and self-care, gender, sexuality, and 
interpersonal communication into reproductive health programs 

• Incorporate positive cultural beliefs and healthy practices into the teaching and understanding 
of reproductive health 

Through program assessment, and the strengthening or integration of new components, the 
Reproductive Health Awareness approach has been integrated into a variety of ongoing 
programs. These include community-based programs, primary and secondary school curriculum 
development, counselling sessions, clinical health services, health promotion campaigns, and 
other areas. As we examine how to better serve our families and communities, the RHA 
approach contributes to informed, positive, skilled, and highly functional healthy individuals. 

Concept of adolescence: 

The tenn adolescence comes from Latin word. Adolescence means “to grow” or “to grow to 
maturity”. The tenn adolescence has a broader meaning. It includes mental, emotional & social 
maturity as well as physical maturity; Adolescence is developmental transition between 
childhood and entering major physical cognitive and psychosocial change. According to Erikson, 
is a time of searching for one’s identity. Data availability on adolescent’s lack of unifonnity in 
the age parameter for defining the group of adolescents is a major constraint. Adolescents are 
most often subsumed with youth or with children or with young adult. Different policies and 
programmes define the adolescent’s age group differently. For example: adolescents in the draft 
youth policy have been defined as the age group between 13-19 years, under the ICDS 

© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 91 



Knowledge of Reproductive Health among School Going Adolescents Girls 


programme adolescents girls are considered to be between 11-18 years; the constitution of India 
and labour laws of the country consider people up to the age of 14 as children; whereas the 
reproductive and child health programme mentions adolescents age is between 10-19 years is 
considered as age of adolescence. It is evident that in India, age limits of adolescents have been 
fixed differently under different programmes keeping in view the objects of that policy or 
programme. Keeping in view the characteristics of this age group, it is widely felt and 
recommended in preparing a profile of adolescents. Further, age group of 10-19 years is rarely 
considered as a age group in official statistics. In 2009, there were an estimate 1.2 billion 
adolescents in the world, fonning around 18% of the global population. The UN defines an 
adolescent as an individual aged 10-19. The vast majority of the world’s adolescents 88 
percentage lives in developing countries. The least developed countries are home to roughly 16% 
of all adolescents. India is home to more than 243 million adolescents, 1.2 billion estimated 
number of adolescents (10-19 years) in the world (2009 estimate). 234 million estimate number 
of adolescents in India. About one quarter of India’s population is adolescents. 


CHARACTERISTISTICS: 


1) Adolescence is an important period. Immediate effect on attitude and behaviour. 

2) Adolescence is a transitional period during any transitional period the individuals status is 
vague & there is confusion about the roles the individual expected to play. 

3) Period of change: the rate of change in attitude and attitude adolescence parallels the rate of 
physical change. 

4) Adolescence is a problem age. 

5) Adolescence is a dreaded age. 

6) Adolescence is the time of unrealism. 

7) Adolescence is threshold of adulthood. 

Scientific backgrounds 

Scientific background has been drawn from the perspective of various psycho-social theories 
existed in the field of adolescents and adolescence. The theoretical perspective reflected that 
adolescents physical, cognitive, and emotional development occurs within social institutions, 
including family, friends, and school. Therefore, understanding the nature of development 
necessitates understanding the social contexts in which it occurs. For adolescents, families, peers, 
and schools constitute the most important cultural contexts in which development unfolds. It is 
widely accepted that adolescents have the right to reproductive health education, partly because 
it is a means by which they are helped to protect themselves against abuse, exploitation, 
unintended pregnancies, sexually transmitted infections and HIV/AIDS. Reproductive health 
awareness is the process of acquiring information and training attitudes and beliefs about 
reproductive health issues. Reproductive health is not limited to the life transmission or 
reproduction as it includes four important dimensions: 
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• Anatomy and biology with sex physiology, procreation and survival mankind; 

• Social dimension with cultural influence, social norms and rules; 

• Psychological dimension with gender issue, the personality construction and self-esteem; 
and 

• Affective and relational dimension with feelings (love, desire), points of view and emotions. 

Reproductive health awareness seeks both to reduce the risks of potentially negative outcomes 
from sexual behaviour like unwanted or unplanned pregnancies and sexually transmitted 
infections, and to enhance the quality of relationships. It is also about developing adolescents’ 
ability to make decisions over their entire lifetime. It is necessary, in order to go beyond a 
prescriptive approach, and adopt a decidedly educational perspective. In this way, taking into 
account adolescent students’ representations is an important part of the learning process. The 
interest of taking them into account in an HIV/AIDS education programme for students has 
already been underlined (WHO, 1999; WHO, 2006). Reproductive health education requires the 
teacher and parents representations also so that they could help adolescents build more relevant 
ones. 

Need of the study: 

Adolescents are the future productive citizen of the country. Most of the adolescent girls need 
awareness about sexual and reproductive health. In the study area students are not that much 
aware about reproductive health, based on this research has made attempt to describe the level of 
reproductive health awareness among the student of government school, puducherry. 


MATERIALS AND METHODS 


Aim of study: 

• To study the level of Reproductive Health Awareness among Subramaniya Bharathiyar 
Government Girls. Higher. Secondary. School, puducherry. 

Objective of the study: 

1 . To understand the knowledge level of reproductive health among adolescent girls. 
Specific objectives: 

1 . To understand the level of awareness about puberty among adolescent girls. 

2. To know about the level of awareness about sexually transmitted diseases among adolescent 
girls. 

3. To understand the health problem faced by adolescent girls due to the onset of puberty. 

The data collected from Subramaniya Bharathiyar Government Girls. Higher. Secondary. 
School, puducherry. The sample comprising 50 respondents of school going adolescents girls 
and used lottery method by adopting simple random sampling technique from the class of VIII, 


© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 93 





Knowledge of Reproductive Health among School Going Adolescents Girls 


IX and XI(number 120). A pre structure questionnaire was used to collect the data from the 
respondents. The pre structured questionnaire was designed especially with the objective of the 
study. The questionnaire consists of 28 questions and it has consists of the following segments: 
Part - I: Socio-economic and Demographic variables. Part - II: Awareness level about puberty. 
Part - III: Awareness level about sexual transmitted diseases. Part - IV: Health problem during 
puberty. 

Part - I: Socio-economic and Demographic variables. It includes respondents’ age, class, 
religion, parents’ occupation, monthly income, type of family, place of living, duration of 
studying in present school, place of resident ship. 

Part - II: Awareness level about puberty: Level of communication with father, discussion about 
Personal matters, discussion about menstruation with mother, about puberty, causes of puberty, 
Stages of menstrual cycle, personal hygiene at the time of menstruation, about reproductive 
function, reproduction is occurring, class on puberty in school. 

Part - III: Awareness level about sexually transmitted diseases: sexually transmitted disease 
four way of spreading HIV infection, knowledge about reproductive function being mandatory. 
Part - IV: Health problem during puberty: enough rest during puberty, good diet after puberty, 
pain during menses, irregular menstrual cycle, stress during menstrual cycle, and consultation 
with doctor about menstruation problem 


RESULTS 


Table-1: socio demographic variables 


SI. 

No. 

Variable 

Frequency 

Percentage 


Age of the respondents 

13 years 

4 

8.0 

1 

14 years 

12 

24.0 

15 years 

8 

16.0 


16 years 

16 

32.0 


17 years 

10 

20.0 

2 

Education of the 
respondent: 

8 th std 

15 

30.0 


9 th std 

15 

30.0 


11 th std 

20 

40.0 

2 

Domicile: 

Urban 

46 

92.0 


Rural 

4 

8.0 

4 

Religion: 

Hindu 

45 

90.0 


Christian 

3 

6.0 


Muslim 

2 

4.0 
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SI. 

No. 

Variable 

Frequency 

Percentage 

6 

Type of family: 

Nuclear 

40 

80.0 

Joint 

10 

20.0 

7 

Fathers occupation of 
the respondents 

Unskilled labour 

40 

80.0 

Government job 

4 

8.0 

Business 

6 

12.0 


The above table shows the socio demographic profile of the respondent and it shows that 
majority of the respondents from the age group of 16 years (32%), studied in class 11 th (40%), 
from urban background (92%), Hindu in religion (90%), from nuclear family (80%), and 
respondent father were unskilled labours (80%). 


Table-2: Age of the respondent and their knowledge on puberty 


S.NO 

Age of the 
respondent 

Knowledge about puberty 

Total 

Yes 

No 

1 

13 years 

1 

3 

4 

2 

14 years 

9 

3 

12 

3 

15 years 

7 

1 

8 

4 

16 years 

11 

5 

16 

5 

17 years 

10 

0 

10 

Total 

38 

12 

50 


The above table shows the cross tabulation of age of the respondents and their knowledge about 
puberty. At the age of 13 years from total 4 respondents 1 respondents said yes and 3 
respondents said no, age of 14 years from total 12 respondents 9 respondents said yes and 3 
respondents said no, in age of 15 years from total 8 respondents 7respondents said yes and 1 
respondent said no and in age of 16 years from totally 16 respondents 11 respondents said yes 
and 5 respondents said no, in age of 17 years from totally 10 respondents all respondents are 
know about puberty. 
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Table-3: Respondent’s knowledge on the occurrence of reproduction as per the class in which 
they are studying 


S.NO 

Class of 
respondent 

Knowledge on the occurrence of 
reproduction 

Total 

Yes 

No 

1 

gtE 

8 

7 

15 

2 

9® 

8 

7 

15 

3 

TpH 

12 

8 

20 

Total 

28 

22 

50 

The above table shows the cross tabu! 

iation of class of the respondent and their knowledge about 


how reproduction is occurring. At the class of 8 th std from total 15 respondents 8 respondents 
said yes and 7 respondents said no, class of 9 th std from total 15 respondents 8 respondents said 
yes and 7 respondents said no, in class of 1 1 th std from total 20 respondents 12 respondents said 
yes and 8 respondent said no. 


Table-4: Respondent’s knowledge about way of HIV spreading as per the place of living 


S.NO 

Place of living 

Know about way of HIV 
spreading 

Total 

Yes 

No 

1 

Urban 

31 

15 

46 

2 

Rural 

2 

2 

4 

Total 

33 

17 

50 


The above table shows the cross tabulation of place of living of the respondents and their 
knowledge about way of HIV spreading. 46 respondents from urban background out of which 13 
respondents said Yes and 15 respondents said No, 4 respondents from rural background out of 
which 2 respondents said Yes and 2 respondents said No. 


Table-5: Type of family of the respondents and their knowledge on whether reproductive 
function is mandatory 


S.NO 

Type of family 

Knowledge on reproduction 
function is mandatory 

Total 

Yes 

No 

1 

Nuclear 

38 

2 

40 

2 

Joint family 

10 

0 

10 

Total 

48 

2 

50 


The above table shows the cross tabulation of type of family of the respondents and their 
knowledge about reproduction function is mandatory. In nuclear family out of 40 respondents 38 
respondents said yes and 2 respondents said No, and in joint family all the respondents (10) said 
yes. 
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FINDINGS 


• The socio-demographic details revealed that a majority of respondents were in the age 
group of 16 years (32%), class 11 (40%), Hindu in religion (90%), from urban 
background (92%), from nuclear family (80%), and majority of the respondents fathers 
occupation were unskilled labours (80%). 

• Age of the respondents and their knowledge on puberty, constitute 38 respondents said 
YES and 12 persons said NO. 

• Respondent’s knowledge on the occurrence of reproduction as per the class in which they 
are studying, constitute 28 respondents said YES and 22 respondents said NO. 

• Respondent’s knowledge about way of HIV spreading as per the place of living, 
constitute 33 respondents said YES and 17 respondents said NO. 

• Type of family of the respondents and their knowledge on whether reproductive function 
is mandatory, constitute 48 respondents said YES and 2 respondents said NO. 

• The study find that (56%) of the respondents were aware about the reproductive health. 


SUGGESTION 


Implications pertaining to the Research Study: This research study shows that there is no 
influence of selected demographic variables (i.e. age, class, place, father’s occupation, income of 
the family and religion) on reproductive awareness among the respondents of the research study. 

National Policies and Programmes on Reproductive Health Education for Adolescents 

The major policies and programmes related to the sexual and reproductive health of adolescent 
girls in Pondicherry were studied by the researcher. Findings suggested that although steps have 
been taken in articulating a commitment to address many of the sexual and reproductive rights of 
adolescents, there remains a considerable gap between the commitments made in the policies and 
programmes, the implementation of these commitments. 

• The National Population Policy has neglected to discuss whether it is advocating Services for 
all adolescents or exclusively for married adolescents. 

• The National Youth Policy remains ambiguous about the extent to which services will be 
made available to the unmarried or to the girls. 

• The National AIDS Prevention and Control Policy (2002) is largely focused on unmarried 
young people (students in school and college) and to a certain extent, married young men. 
Even though the Policy advocates reaching out-of-school youth, who obviously include both 
the unmarried and married, through networks of youth organisations, sports clubs, the 
National Service Scheme and Nehru Yuvak Kendras, the fact that most of these networks 
largely cater to young males suggests that unmarried out-of-school and married adolescent 
girls and young women are unlikely to be reached by the proposed programmes. The 
National AIDS Prevention and Control Policy is notably silent about the delivery of any 
specially packaged services for adolescents. 


© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 97 







Knowledge of Reproductive Health among School Going Adolescents Girls 


• The National Health Policy does not contain any reference to adolescents’ need for sexual 
and reproductive health services or counselling. 

• The National Population Policy is clearly focused on the less controversial aspects of sexual 
and reproductive health, i.e., counselling and dissemination of information, but not quite as 
clearly on the provision of services to unmarried adolescents. In this Policy, adolescents are 
included as a target audience for community-level education campaigns about the 
availability of safe abortion services and the dangers of unsafe abortion, but they are not 
included as a target group for safe and legal abortion services. Also, while nutritional 
services (because of their link with subsequent safe pregnancy) and pregnancy-related care 
are recommended, other key services are not mentioned. 

Findings reflected that various programmes have been adopted to raise awareness about sexual 
and reproductive health among adolescent girls. 

• The Adolescent Education Programme has been implemented in only slightly more than 
two-fifths of secondary schools nationally (MOHRD, NACO and UNICEF, 2005). It has 
been observed that feedback from students who attended the programme was generally 
positive and the opportunity to explore sexual matters in a safe space appreciated by both 
girls and boys. 

Recommendations given by the teachers on imparting reproductive health education to 
adolescents 

Almost all the teachers suggested on the issues of reproductive health education. Most of them 
said that there should be school counsellors for providing reproductive health education. They 
recommended that: 

• There is a need to appoint school counsellors in all schools. Proper funding is required to run 
programs related to reproductive health awareness. 

• Purpose of imparting reproductive health awareness should be made clear to the adolescent 
students. There is a need to tell them about right and wrong, tell them about the Indian 
culture. 

• Regular monitoring and evaluation is required to know that how the adolescents are utilizing 
the infonnation. Bring modifications accordingly. 

• Media has a significant role to play. There is a need to have provision of telephonic 
counselling. 

• There is a necessity to encourage students to ask questions. Put a box in the school in which 
students can drop their queries and addressed by the experts later. 

• There is a need to work in coordination with parents, teachers and government/policy 
makers. Like advertisements on HIV/AIDS, create awareness on reproductive health needs of 
adolescents. 
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Recommendation and policy implication: 

Based on the overall findings the following recommendations are suggested for policy makers 
and program managers in order to promote reproductive health awareness among the adolescent 
girls of Pondicherry. Health education should be promoted through adolescent education and 
extension programmes among younger adolescent in rural and urban areas to create awareness 
on reproductive health consequences of pre -marital sex as well as 'to prevent complications of 
reproductive and sexual health risks. 


CONCLUSION 


Based on the findings it may be concluded that the knowledge among the adolescent girls about 
reproductive health awareness, it was found the knowledge of reproductive health awareness was 
limited among the adolescent girls. Following recommendation are suggested for better health 
care of the adolescent girls: Health education should be incorporated in the curriculum which 
should be given through teaching, interpersonal communication, television, health camp, and 
specialist. Mobiles are very common among the adolescents, broadcasting of health massage 
would be effective through mobiles. Reproductive health problems should be discussed among 
adolescents girls, through and identification through organize health clubs, adolescents hub at 
school level and identify and solve their reproductive health problems through counselling with 
the help of specialist on time to time. Such Study should be promoted at school level with the 
help of Anthropologist and non government organization so that on the basis of the study result 
government can start school health programmes. Such educational intervention programs must 
be given due importance, which will help the adolescent girls to take care of their own health and 
protect themselves from the risk of Reproductive health problems. 
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ABSTRACT 


The present study aimed at exploring the extent and nature of self reported posttraumatic growth 
(PTG) as well as the association of posttraumatic growth with psychosocial resources, meaning 
making, coping & psychological outcomes following cancer diagnosis in a heterogeneous sample 
of thirty Indians undergoing treatment at two points. Results indicated that post traumatic 
growth (PTG) was reported by almost all study participants. Patients in the early stage of the 
disease reported more positive changes in the aftermath of the diagnosis than those with 
advanced disease .Among the psychosocial resources, self efficacy, social support and emotional 
processing and adaptive coping strategies namely information seeking and support seeking were 
positively related with PTG. Patients with positive and fate illness appraisals also reported higher 
PTG as did those with lower depression and higher quality of life. 


Keywords: Posttraumatic Growth, Psychosocial Resources, Indian Setting 

Cancer is considered to be one of the ten leading causes of death in India. The diagnosis of 
cancer itself is an emotionally laden one, known to generate psychological distress in affected 
individuals. Despite the advances in modem medicine, patients often fear the worst upon hearing 
they have cancer regardless of the extent, site or type of the disease (Pillay, 2001). 

However recent research on psychological outcomes has shown that cancer is not a unifonnly 
devastating diagnosis, nor is the presence of severe psychological problems a normative response 
to this diagnosis. (Zemore & Shepel,1989).Researchers have used a variety of terms to refer to 
the such positive changes cited by survivors in the aftermath of major stressors including 
“positive changes” (Collins et al, 1990), “benefit-construal” or” benefit-finding” (Affleck & 
Tennen, 1996), “posttraumatic” (Tedeschi & Calhoun, 1995) or “stress related” growth (Park, 
Cohen & Murch, 1996), and “finding meaning” (Park & Folkman, 1997) .Although these tenns 
have been used interchangeably as all of these share the notion of a ‘value-added’ state (O’Leary 
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& Ickovics, 1995), it has been argued that these constructs are not entirely equivalent (Butler, 
2007). 

For the present research, the concept of post traumatic growth was endorsed as a study variable. 
Post traumatic growth refers to positive psychological changes experienced as a result of the 
struggle with highly challenging life circumstances”(Calhoun & Tedesch,2001). Research in the 
area of post traumatic growth has generated high interest in the last decade and to some extent 
attempts have been made to explore the dimensions, detenninants as well as correlates of PTG 

Research has consistently revealed that irrespective of the time of assessment, most patients 
report experiencing at least one positive change as a result of the cancer experience. These 
changes could be in terms of greater closeness in personal relationships, increase in spirituality, 
greater appreciation of one’s life and personal strength (Komura and Hegarty, 2006, Widows, 
2002 ). 

Studies exploring demographic and clinical correlates of PTG have yielded inconsistent results 
with some studies indicating that age, income and education were related positively to PTG 
(Cordova et al, 2007, Manne et al, 2004, Weiss, 2004, Widows, Jacobsen, Carver and Antoni, 
2004, Lechner et al ,2003, Cordova, Cunningham , Carlson and Andrykowski, 2001) while 
others report no such relationship. (Tokgoz, 2008) 

However, the research focusing on the li nk s between different psychosocial resources and 
various domains of PTG has provided promising leads. Social support and religious coping have 
been shown to be positively related to PTG (Karanci and Ekram, 2007, Schwazer, Luszczynka, 
Boehmer, Taubert and Knoll, 2006, Urcuyo, Boyers, Antoni and Carver, 2005). Similarly self 
efficacy has also been shown to have some effect on some dimensions of PTG namely 
acceptance of life’s imperfections and increased sensitivity to others (Luszczynska, Mohamed 
and Schwarzer, 2005, Schulz and Mohamed, 2004). 

Emotional processing involves active attempts to acknowledge and understand one's emotions. 
The available evidence suggests that although emotional processing is conducive in the initial 
stages, longer periods of emotional processing could be counterproductive. (Danoff-Burg, 1998, 
Stanton et al, 2000). A clearer understanding of the nature of association of emotional processing 
with distress and well being requires further research. 

Research in the area of perceived life threat and adaptive coping (especially positive 
reappraisals) as predictors of PTG have been robust and consistent (Cordova, Andrykowski, 
2001, Widows, 2002, Lechner et al 2003, Manne et al, 2004 Schulz and Mohamed, 2004, 
Luszczynska, Mohamed and Schwarzer, 2005, Kinsinger et al 2006, Bellizi and Blank 2006, 
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Cordova et al , 2007). Studies on the association of PTG with indices of adjustment on the other 
hand are inconclusive and need further examination. 

It needs mention that a bulk of the research in this area (PTG) has utilized both cross sectional 
and longitudinal designs; however most studies have used either survivor- reports or participants 
diagnosed with breast cancer as their study sample. The studies on recently diagnosed patients 
with heterogeneous cancer diagnoses as well as those utilizing non-western samples are 
relatively less frequent (Mehrotra, 2008). 

The present study aimed at exploring the extent and nature of self reported posttraumatic growth 
following cancer diagnosis in a heterogeneous sample of Indians undergoing treatment for 
cancer. It also attempted to examine the association of posttraumatic growth with psychosocial 
resources (social support, self efficacy, religiousity/spirituality and emotional processing), 
meaning making (including the question of “why me” answers to “why me” and illness 
appraisals) and coping (avoidance, acceptance/resignation, infonnation and support seeking) as 
well as psychological outcomes (anxiety, depression and quality of life). The study was part of a 
larger study aimed at exploring search for meaning and meaning-making process in cancer and 
their correlates in an Indian context. 

It was hypothesized that higher levels of psychosocial resources, higher engagement in search for 
meaning, positive appraisals, higher use of adaptive coping strategies would be associated with 
higher posttraumatic growth scores at follow-up assessment. No uni-directional hypotheses were 
formed regarding the relationship of avoidance and acceptance coping and religiousity 
/spirituality with posttraumatic growth. 


METHOD 


Sample 

Thirty recently diagnosed cancer patients with a heterogeneous diagnosis were drawn from four 
different oncology settings across two cities in India. The four centers where data were collected 
catered to the needs of patients from varied socio-economic strata. The patients who were 
unaware of diagnosis or those who were opined by the treating oncologists to have terminal 
illness, recurrence or those receiving palliative care, were not included in the study sample. 
Similarly those who were undergoing or who had undergone psychotherapy for dealing with 
cancer related distress were not included in the study. 

The participants were on average 47years old. Further analysis of frequencies revealed that more 
than of half of the participants were within 36 to 55 yrs age range (belonged to the middle 
adulthood stage) while a little less than a quarter were 56 years or older. A little more than one 
tenth of the sample belonged to the young adulthood stage being in the 18-35 years age range. 
Majority of the participants were Hindu by religion (70%), were married (73%) and had 
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undergone at least 15 years of formal education (83%). Both men and women (50% each) were 
equally represented in the sample. There was an almost equal distribution of patients who were 
employed in comparison with those who were not employed. The not employed group 
predominantly consisted of homemakers. 

All patients were undergoing active treatment for cancers diagnosed in the last 1 year (mean 
duration since diagnosis 3 months). Cancers of the digestive tract (32%), breast (21%), 
genitourinary cancers (14%) hematological cancers (12%) and lung cancers (7%) were the 
commonest diagnoses in the sample. Fifty percent each of the participants were opined by their 
oncologists to have early stage cancer and advanced stage cancers. Most of them had previously 
undergone surgery and /or a cycle of chemotherapy /radiation. All patients were receiving 
chemotherapy as the sole modality of treatment at follow-up. Although the duration since 
diagnosis for patients at follow-up ranged from 37-210 days, the mean duration was 
approximately 3 months. There was an equal distribution of patients with duration of diagnosis 
less than and more than 3 months. 

Measures 

Posttraumatic Growth Inventory (PTGI, Tedesdchi & Calhoun, 1996) 

This inventory assesses positive changes experienced after trauma. It is a 21 item measure that 
yields a total score and five subscale scores. The subscales are: new possibilities, relating to 
others, personal strength, spiritual change and appreciation of life. The items are rated on a 6 
point Likert scale ranging from “0” (I did not experience this change as a result of my crisis to 
“5” (I experienced this change to a very great degree due to my crisis). In the present study, the 
respondents were asked to rate the PTGI items in the context of cancer experience. Alpha 
coefficient for the total PTGI score is 0.90. Internal consistency for the scales ranged from 0.67- 
0.85 (Tedeschi& Calhoun, 1996). 

Meaning Making 

Meaning Making Interview Schedule (Developed by researcher) 

A semi-structured interview containing pre-determined probe questions was used to elicit issues 
related to the meaning making process. The probes were in the form of open ended questions. 
These pertained to thoughts and feelings about the illness, extent of sharing the same with 
significant others, presence of and preoccupation with the question of “why me?”(Hardly, 
sometimes and thinking a lot about why me?) Answers to the question of why me (did not 
search, still searching and found some answer), one’s view of illness and important factors that 
might have shaped such views. These pre- detennined probes were used as and when appropriate 
in the flow of narratives and the exact phrasing and sequencing of questions were detennined by 
the contextual factors such as the language used by the index participant and the flow of 
conversation etc. 
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Coping 

Medical Coping Modes Questionnaire (Fiefel, Strack & Nagy, 1987 revised by Rodrigue, 
Jackson & Perri, 2000) 

It is a 19- item questionnaire designed to measure cognitive-behavioral, illness-related coping 
strategies. In the present study, the 13 item- version of the scale was used as the remaining 
6 items have been reported to have insufficient discriminant validity in the factor analytic study 
by Rodrigue, Jackson and Perri (2000). It provides scores on four subscales labeled “Information 
seeking”, “Support seeking”, “Avoidance,” and “Acceptance-resignation”. Responses are given 
on a four-point scale: (1) “Never”, “To a small extent”; (2) “Quite a bit”; (3) and “Very Much”; 
(4). Rodrigue, Jackson and Perri (2000) reported internal consistency values above 0.70 for 
information seeking and avoidance subscales but somewhat lower alpha values (0.58 and 
0.52) for support seeking and acceptance-resignation subscales. 

Psychosocial Resources 

Religious belief salience measure (Blaine &Crocker, 1995, revised by Exline, Yali & 
Sanderson, 2000) Duke's religious index (Koenig, Parkerson & Meador, 1997) 

The revised religious belief salience measure assesses the extent to which religious beliefs 
influence one’s approach to life. It consists of four items that are rated on a 7- point scale 
wherein “1” indicates “strongly disagree” and “7” indicates “strongly agree”. Higher scores on 
the scale indicate higher salience of religious beliefs in one’s life. Cronbach's alpha has been 
reported to be 0.90 (Exline, Yali & Anderson, 2000). The two items of the Duke's religious index 
refer to social and private and involvement in religious practices respectively and are rated on a 
six point Likert scale. 

Generalized Self Efficacy Scale (Schwarzer & Jerusalem, 1995) 

This 10 item self- administered scale assesses a general sense of perceived self-efficacy with the 
aim of predicting coping with daily hassles as well as adaptation upon experiencing various 
stressful life events. The respondents have to use a four point scale wherein “1” indicates “not at 
all true” and “4” indicates “exactly /very true” for rating each statement. Higher scores indicate 
higher perceived self efficacy. Cronbach’s alphas in various studies have ranged from .75 to .91, 
with the majority being in the high .80s. 

Emotional Processing (Stanton, Kirk, Cameron and Burg , 2000) 

The scale on emotional processing consists of 4 items that tap one’s general tendency to make 
active attempts to acknowledge and understand emotions. The respondents are asked to rate the 
statements on a four-point scale on which “1” indicates that they “usually don’t do this at all” 
and “4” indicates that they “do this generally”. The scale has an internal consistency of 0.72 and 
test retest reliability of 0.73 and is reported to be uncontaminated by socially desirable 
responding. 

Assessment of Social Support (Part 2, Pillay & Rao,2002) 

Social support was assessed through a 12- item questionnaire which assessed the perceived 
availability of social support. It assesses emotional (showing concern, listening), infonnational 

© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 105 



Posttraumatic Growth and Its Correlates in an Indian Setting 


(giving suggestion, advice, guidance) and instrumental (physical and financial) support. The 
items are rated on a Likert scale ranging from 1-5 (l=available none of the time and 5=available 
all the time). Higher scores reflect higher perceived support. Cronbach alpha for the full scale 
and the test-retest reliability were reported by the authors to be 0.89 and 0.74 respectively. 

Psychological Outcome Measures 

Functional Assessment of Cancer Therapy Scale -General (FACT-G, Celia et al, 1993) 

It is a 28 item general cancer quality of life measure for evaluating patients receiving cancer 
treatment. Data on psychometric properties of the measure are available based on the author’s 
work as well studies from across the globe including India. (Pandey et al. 2005). In the present 
study, internal consistency of the measure was found to be 0.84. Higher total scores reflect 
higher QOL. 

Hospital Anxiety and Depression Scale (HADS, Zigmond & Snaith, 1983) 

It is a 14 item scale and assesses the presence and severity of anxiety and depression. This scale 
is especially suited for assessment of depression and anxiety in the medically ill as it does not 
contain depression items that might confound with physical symptoms. It has been extensively 
tested for use in Indian samples and its applicability for use in cancer patients has been 
documented by Chaturvedi et al. (1994). In the present study, the internal consistency values for 
the anxiety and depression scales were 0.82 and 0.88 respectively. 

Procedure 

The assessment was carried out in two phases. The first phase called PI and a second phase (P2) 
was after a month’s interval between the phases. Information on the availability of potential 
study participants during the data-collection phase was obtained from the doctors. Information 
available from the treating oncologist and in the medical records was noted after obtaining 
written informed consent from those patients who fulfilled the study criteria. The semi-structured 
brief interview was conducted first. Conducting the interviews first was helpful in building 
rapport through providing a chance for patients to narrate their experiences in response to open- 
ended questioning. This helped spontaneous emergence of meaning related themes. The 
responses were noted down in verbatim to the extent possible during the interview and elaborate- 
notes were written following the interviews. Audio taping of the interview sessions was not 
found feasible in the present study- context due to reservations about the same in the participants 
as well as the practical constraints in the study setting. Audio taping provides rich data while 
ensuring that problems related to fallibility of recollection and selective attention of the 
researcher are minimized. However, it is also recognized that sometimes, participants might find 
it uncomfortable that the interviews are taped and that tense or hostile participants may not 
provide very useful narratives (Weiss 1994). Prior field experience of the authors suggests that 
participating in audio-taped research interviews may not be a comfortable and natural process for 
several Indian participants in oncology settings and influences their willingness to give consent 
for studies. This was followed by administering the psychosocial resources measures 
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(religiousity, spirituality, self efficacy, emotional regulation and processing and social support) 
as well as measure on coping (MCMQ) to a sample of 30 patients. One month later (P2), the 
same group of patients were administered post traumatic growth inventory, coping , quality of life 
and anxiety and depression scales. 


RESULTS 


Dimensions and Correlates of Post Traumatic Growth 

The first objective of the study was to explore the extent and nature of self reported post 
traumatic growth following cancer diagnosis. 

The pattern of item endorsements on the PTG Inventory (Table 1) revealed that slightly more 
than one third (11/30, 36.71%) of the participants reported ‘greater closeness with others’ as a 
positive change experienced to a great/very great extent following cancer diagnosis. These items 
were extracted after a frequency analysis of the items that were highly endorsed (great/very great 
extent as a result of this crisis) by the patients who reported these positive changes as a result of 
the cancer diagnosis. Other positive changes commonly reported were accepting that they 
(patients) could need others support in times of trouble. (30%), stronger religious faith (26.7%), 
being better able to accept things and a greater appreciation of one’s own life (26.7%) and 
stronger religious faith (26.7%). 

Since the concept/phenomenon of post traumatic growth is relatively new in Indian research and 
nor much documented work is available, it was also pertinent to analyze what were the changes 
that patients undergoing treatment did not perceive (Table 2). This took in account those PTG 
items that were marked as ‘did not experience this change” following cancer diagnosis by the 
respondents. Results indicated that a majority (29/30, 96.7%, Table 2) reported that they did not 
experience new possibilities becoming available to them nor did they develop any new interests 
(27/30, 90%). More compassion for others (83.3%), discovering a new path for life (80%) and 
more willingness to express emotions (80%) were other items that were infrequently endorsed on 
the PTG scale. 

The second objective of the study was to examine the association of post traumatic growth with 
other study variables. 

Sociodemographic and Clinical Variables 

PTG scores were uncorrelated with age (Speannan correlation was used for analysis on age with 
two tailed test of significance) and were not different in men and women or across occupational 
status (The Mann Whitney U test was adopted for between group comparisons of gender and 
occupational status). The associations of PTG with educational and marital status could not be 
examined as the sample was highly homogeneous on these variables. 
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In order to examine the relationship of the clinical variables and PTG scores, mean scores of 
participants with varied duration since illness were compared using one-way analysis of 
variance. The duration since diagnosis was not related to post traumatic growth as the difference 
between the groups was not statistically significant. As far as other clinical variables was 
concerned, patients in the early stage of the disease reported more positive changes in the 
aftermath of the diagnosis than those with advanced disease since the groups were statistically 
different( Mann Whitney test, U=61.00,p=0.033.) 

Psychosocial Resources and PTG 

The association between psychosocial resources and PTG revealed modest to high correlation 
between psychosocial resources and PTG scores with social support (rho=0.39, p=0.01), self 
efficacy (rho=0.33, p=0.03) and emotional processing (rho=0.64, p=0.00) being positively 
correlated with post traumatic growth and emotional processing reporting the highest correlation 
among them . Patients who were higher on religious practice ‘tended’ (rho=0.29, p=0.06) to 
report higher post traumatic growth. On the whole, the hypothesis that higher psychosocial 
resources would be correlated with higher PTG was supported except that religious beliefs 
scores were not correlated with PTG 

Meaning Making and PTG 

Comparisons between those patients thinking ‘hardly about why me’ with those ‘sometimes 
thinking about why me’ revealed that the former had significantly lower PTG than the latter 
(Mean and S.D 15.57 & 9.00. & 42.64 & 31.12 respectively). It was interesting to note that the 
think a lot group did not have significantly higher PTG (Mean and S.D 29.00& 23.68) than the 
group which did not engage in search for meaning .In other words, as hypothesized, the patients 
with modest preoccupation with the search for meaning reported greater post traumatic growth 
than those who did not engage in such a search. However the high preoccupation with search- 
group and non-engagement in- search for meaning group were not significantly different in 
reports of PTG. (Kruskal-wallis test, y^ = 4.1 1, NS*). 

Similarly individuals endorsing different answers to ‘why me’ at point one did not differ from 
each other on PTG .Although the group that reported not having searched for an answer had 
lower PTG scores (Mean and S.D=16.25& 12.28) than those who reported that they had found an 
answer/accepted lack of answer (Mean and S.D =33.77& 29.80), the overall difference between 
the three groups was not significant. (Kruskal-Wallis test y2 = 1.36, NS). 

In the present research, the interview data was content analyzed to arrive at illness appraisals. 
The protocols were discussed in detail and common themes were collated to document illness 
appraisals. Through this process, the illness appraisal categories that were arrived at were, Illness 
as Part of Life, God’s Plan, Challenge, Value, Burden, Punishment, Enemy, Loss, Weakness, 
Strategy, Relief, Fate and Low threat. Based on the interview data, specific categories of illness 
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meanings with the same valence were collapsed to fonn broader, positive and negative categories 
and were used for subsequent analyses. The detailed procedure for arriving at illness procedure is 
described in detail in a previous paper of the author. 

With regard to illness appraisals, it was expected as per the theoretical and empirical literature 
that both low threat and negative appraisals at point one may be linked to lower PTG at point two 
for different reasons. Low threat appraisals suggest insufficient level of threat and low possibility 
of further processing and thereby less chance of PTG. Negative appraisals contain themes that 
are inconsistent with themes of positive changes/PTG Hence for PTG analysis, these two 
subgroups were combined and compared with the rest of the patients exhibiting positive and fate 
appraisals. This strategy was considered theoretically meaningful and it also helped ensure 
sufficient size of the two groups being compared.. The patients exhibiting low threat or negative 
appraisals at point 1 tended to report lower PTG than others who exhibited positive and fate 
appraisals as hypothesized(Mann- Whitney U test, U=70.00,p=0.05). 

Coping and PTG 

Findings regarding coping strategies in the present study revealed that infonnation seeking was 
positively related to PTG at both points though the magnitude of the relationship was stronger 
for information seeking at point one and PTG at point two rather than when both were examined 
cross-sectionally at point two. (pi rho=0.36,p=0.02 & p2 rho=0.30 ,p=0.05). In other words, 
patients who had employed information seeking as a coping strategy to deal with illness and 
treatment demands at point 1 reported greater levels of post traumatic growth when assessed at 
follow-up. 

Support seeking at point 1 showed a trend towards positive correlation (0.29, p=0.059) with PTG 
at follow up. Acceptance/resignation at point 1 as a coping strategy exhibited a positive trend 
towards correlation (rho=0.33, p=0.07) with PTG although acceptance-resignation at point 2 was 
uncorrelated with PTG in cross-sectional analysis. Further analysis indicated that the positive 
trend between acceptance-resignation at point 1 and PTG reports at point 2 was contributed by 
one of the three items on the acceptance-resignation scale namely “How often do you feel like 
just giving up your fight/efforts against your illness.” 

Avoidance coping mode at point 1 was uncorrelated with PTG scores at point 2. In the present 
study, levels of avoidance coping in the very initial phase did not provide predictive infonnation 
on levels of PTG subsequently reported, after one month interval. On the other hand, avoidance 
coping at follow-up and PTG had a larger magnitude of negative conelation which failed to 
reach the required significance level in two tailed test of significance. 

On the whole, the hypothesis that PTG scores would be correlated with coping was partially 
supported in as much as infonnation seeking (at point 1 & 2) was positively correlated with PTG 
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and support seeking at point 1 showed a trend towards positive correlation with PTG.as well as 
acceptance resignation at point 1 was correlated with PTG at follow up. 

Psychological outcomes and PTG 

Theoretical frameworks on PTG(Tedeschi & Calhoun, 1995, 2004) postulate distress and 
growth to be distinct rather than as two poles of a single continuum and asserted that distress and 
growth can co-exist. In the present study PTG was uncorrelated with anxiety whereas there was a 
trend of PTG exhibiting a positive correlation with quality of life (rho=0.31, p=0.098) and 
negative correlation with depression (rho= -0.33,p=0.076) when all outcomes were examined 
cross-sectionally at point two .The magnitude of correlations indicated that PTG shared only 10- 
11% of variation in common with Quality of life and depression. This observation reiterates the 
need to examine PTG as a construct independently of depression, anxiety or quality of life and 
suggests that low depression, better quality of life and higher growth experiences may not 
necessarily go hand in hand. 


DISCUSSION 


In the present research , post traumatic growth was reported by almost all study participants 
reiterating what has been observed in previous research that patients diagnosed with cancer do 
report at least one positive change despite facing a life threatening illness(Komura and 
Hegarty, 2006, Widows, 2002, Sears, Stanton and Danoff-Burg ,2003). . Patients described being 
less concerned with “trivial matters” post the cancer diagnosis (O’Connor et al, 1990). 

Most participants reported greater closeness with others and to some extent reflects what has 
been documented in previous research. (Andrykowski, Brady & Hunt, 1993, Fife, 1994 and Teo, 
Teo & Teo, 2007). Other areas that patients experienced positive changes were having stronger 
religious faith similar to Ferrell et al (1992), being better able to accept things, a greater 
appreciation of their own life similar to Ersek, Ferrell, Dow and Melancon (1997) and realizing 
that they could depend on others for support in times of trouble. 

Although cancer can be viewed at times as a life changing illness, not all domains of one life 
seem to be affected by such a diagnosis. More than 90% of the participants reported that they did 
not experience new possibilities becoming available to them or did not develop any new 
interests. Other areas that patients did not experience change were ‘more compassion for others’, 
‘a new path for life’ and ‘more willingness to express emotions’. Previous research also supports 
these findings (.Cordova, Cunningham, Carlson and Andrykowski, 2001) and therefore makes it 
important in future research to understand how the cancer experience is viewed by patients. 

In line with previous research, the present study also was unable to document any associations 
between sociodemographic variables and Post traumatic growth. (Cordova et al, 2001; Sears et 
al, 2003; Bhushan & Hussain, 2007). 
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As far as clinical variables are concerned, patients in the early stage of the disease reported more 
positive changes in the aftermath of the diagnosis than those with advanced disease. The 
literature reviewed earlier does not yield conclusive data on the association between disease 
severity and PTG, though a few studies suggest that objective severity indices may be unrelated 
to PTG whereas perception of cancer as a traumatic stress may be associated with greater 
PTG(Cordova et al, 2007). On the other hand ,a study by Bellizi and Blank(2006) reported 
differential endorsement of PTG domains in patients with localized disease, those with regional 
spread and those with invasive disease. In the present study, practical constraints resulted in 
coding of cancer severity as early and advanced and further refinement in documentation of 
staging could not be made. Moreover no direct information was available regarding perception of 
prognosis/change. Although threat perception has been considered as a facilitator of PTG, it is 
plausible that the relationship between PTG and trauma -exposure may be curvilinear (Fontana 
& Rosenheck, 1998). 

The duration since diagnosis was not related to post traumatic growth. Research on duration 
since diagnosis has revealed mixed findings. Some researchers have reported greater PTG when 
the time since diagnosis is longer (Cordova et al, 2001) whereas others have reported that 
PTG is reported even when time since diagnosis/trauma is brief (Weiss, 2004; Frazier ,Conlon 
& Glaser, 2001). 

Psychosocial Resources and PTG 

Social support was positively correlated with post traumatic growth as also observed in previous 
research. The researcher speculated that patients who reported to be receiving higher social 
support would have been able to discuss freely issues about the illness and treatment. 
Subsequently “supportive others could have aided in post traumatic growth by providing a way 
to craft narratives that could be integrated into schema change”. (Niemeyer, 2001; Tedeschi & 
Calhoun, 1996). Studies have reported that appropriate social support may promote growth 
related to interpersonal relationships, such as sense of closeness to others (Tedeschi & Calhoun, 
1996). Social support may have a direct affect on benefit finding (Cadell, Regher, & Hemsworth, 
2003; Karanci & Erkam, 2007; Kinsinger et al., 2006). It can also facilitate coping and thus 
change the threat nature of stress (Bandura, 1997). 

In the present research self efficacy was positively correlated with PTG.. Self-efficacy beliefs 
reflect personal action control or agency and an optimistic and confident view of one’s self and 
one’s future. Thus self-efficacy may enhance focusing on opportunities for personal gains and 
growth (Bandura, 1997) and hence after a traumatic life event, people are more likely to find 
benefits and gains if they have strong self-efficacy. Similar results have also been obtained 
by Luszczynska, Mohamed and Schwarzer (2005) and Sandoval (2006). 
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Emotional processing was another variable that was positively associated with PTG. The 
theoretical model of PTG proposed by Tedeschi and Calhoun (1995, 2004) incorporates the role 
of cognitive processing in rebuilding of basic cognitive schema that may be shaken/shattered in 
the aftermath of trauma. It is also proposed that the initial cognitive processes may be more 
automatic and ruminative in nature. Similarly the organismic valuing theory of growth 
(Joseph & Linley,2005) suggests that growth implies construction of ‘new world views’ and 
accommodation of situational information in a positive direction could facilitate positive changes 
in post trauma assumptions. Both these models thus contain the hypothesis that high levels of 
cognitive processing could play a beneficial role in PTG. The observation in the present study 
that individuals higher on emotional processing( as reported at point one) reported higher PTG at 
follow-up is in line with such a theory driven hypothesis. 

Patients who were higher on religious practice ‘tended’ to report higher post traumatic growth. 
The researcher speculated that for these participants higher habitual engagement in religious 
practice might have enhanced utilization of religious coping (by means of increased participation 
in private and social religious activities) which over time could facilitate perception of PTG to 
some extent especially in the domain of spiritual change. Ho, Chan and Ho (2004) also reported 
positive change in self, life orientation and spirituality following occurrence of cancer. 

Search For Meaning, Meaning Making and Illness Appraisals and Post Traumatic Growth 

The low search for meaning group at point one had lower PTG at point 2 than the group 
reporting modest engagement in search for meaning (‘sometimes thought about why me’). 
However the latter group did not differ from the high engagement group that reported thinking a 
lot about why me at point l.This suggests that very high preoccupation with ‘why me’ at point 
one may not be associated with relatively high PTG at point two as high preoccupation could be 
a marker of ruminative thinking. 

Individuals endorsing different answers to ‘why me’ at point one did not differ from each other 
on and this could be attributed to the rather small number of individuals who endorsed that they 
“did not search for an answer”. The patients exhibiting low threat or negative appraisals at point 
1 tended to report lower PTG than others who exhibited positive and fate appraisals as 
hypothesized (Thombre, Simonton & Sherman, 2010). 

Coping and PTG 

Adaptive coping strategies namely information seeking and support seeking were positively 
related with PTG. It is likely that information seeking might have enhanced a sense of mastery 
over the situation which could have contributed to reports of positive changes at point two. 
Similarly it was speculated that support seeking as a coping mode in the initial phase might 
provide opportunities to experience closeness with significant others and their attempts at care 
and thereby might contribute to reports of PTG at point 2. Thus adaptive coping strategies as 
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mentioned above led to experience of PTG and was similar to Sandoval (2006) findings of a 
positive relationship between approach coping and PTG . 

Acceptance/resignation as a coping strategy exhibited a positive trend towards correlation with 
PTG. It is speculated that accepting life’s imperfections and consequent reprioritizing one’s life 
might be associated with higher PTG reports over time. 

Avoidance coping mode at point 1 and point 2 were uncorrelated with PTG scores at point 2. 
Longitudinal studies are likely to bring more clarity on the dynamic association between 
avoidance and PTG over time. 

Meaning of PTG scores and their potential adaptive significance 

The observation that PTG shared only 10-11% of variation in common with Quality of life and 
depression reiterates the need to examine PTG as a construct independently of depression, 
anxiety or quality of life and suggests that low depression, better quality of life and higher 
growth experiences may not necessarily go hand in hand. In some of the prior research, 
depression has been reported to be negatively correlated with PTG (Frazier et al, 2001; 
Updegraff , Taylor, Kemeny & Wyatt ,2002).However research on the positive relationship of 
PTG and quality of life has yielded mixed results, some researchers reporting a positive 
relationship and others reporting no relationship at all (Steel, Gamblin & Carr, 2008). 

Zoellner and Maercker (2006) in their review of empirical studies on the relationship between 
PTG and other adjustment outcomes concluded that there was an inconclusive picture regarding 
the adaptive significance of PTG. However it was also noted that all longitudinal studies find 
modest positive relationship between perceived growth and adjustment. It was further speculated 
that when PTG and adjustment indices/distress are measured concurrently, a null relationship 
could be due to the fact that for some, the perception of PTG may be reflective of ongoing 
coping efforts whereas for others it may be a signal of successful outcome of coping. 

There is consistent evidence that normal perception is marked by mild and robust positive 
illusions, self enhancement, unrealistic optimism and an exaggerated perception of perceived 
control. These may represent reserve resources that assume special importance in coping with 
highly stressful events. Neuroimmunological as well as health promoting behaviour mechanisms 
have been evoked as some of the explanations for the beneficial effects of positive psychological 
states on subjective well being as well as physical status during the course of disease. Recovery 
from traumatic events may involve restoring subtle/modestly positive illusions regarding self, 
future and relationships. (Taylor, Kemeny, Reed, Bower & Grunewald, 2000). Along similar 
lines, McFarland and Alvaro (2001) provided evidence that perceptions of personal improvement 
may at least in part reflect motivated illusions sustained through derogation of one’s past and 
aimed at coping with threatening events. In fact, Maercker and Zoellner (2006) proposed a two 
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component Janus face model of PTG. Herein self perceived growth is seen as having a functional 
and constructive side as well as an illusory component and that both may co-exist. Thus presence 
of PTG may at least in part be distortions that help individuals counterbalance distress. It is 
further proposed that the self deceptive side of PTG may not always be maladaptive especially if 
it co-exists with deliberate thinking about trauma and does not preclude active coping. It may in 
such a case be useful as a short term adaptive palliative coping. The realistic component is 
expected to correlate positively with adjustment over long run. While the illusory component is 
theorized to decrease over time and constructive self-transfonnation component is expected to 
increase over time. This model has been used to explain why PTG tends to show positive 
correlation with adjustment over time whereas mixed findings in cross-sectional research may be 
due to unknown proportions of constructive and illusory components of self perceived growth. 

Although the possibility of an illusory component in self reports of PTG cannot be ruled out in 
the present study, there are a few observations enumerated below that support the conjecture that 
the obtained PTG scores may at least partly represent actual positive changes as well as that PTG 
may have potentially adaptive significance. 

Firstly reports of positive changes were not just obtained through PTG inventory but also 
emerged in the spontaneous narratives of the participants. Also, these themes co-occurred and 
were interspersed with themes of distress indicating that the positive changes reported were not 
completely representative of the operation of denial of distressing realities. 

Secondly PTG reports were lowest in those who did not report engagement in search for 
meaning as well as in those who had low threat/negative appraisals at point one. This is in line 
with the theoretically expected li nk s between meaning making process and experience of PTG. 
Moreover, illness appraisal categories were assigned by the researcher (based on interview data) 
and PTG scores were obtained through self report questionnaire. The tentative links between 
these two variables emerged despite different methods of measurement. Finally in cross-sectional 
analyses, reports of higher levels of PTG co-existed with higher levels of active coping such as 
information seeking and support seeking. This pattern points to the potentially adaptive 
significance of PTG in the present study. In addition, the trend of modest correlation with lower 
depression and higher quality of life points in the same direction. 

The present research however had certain limitations, Firstly awareness of prognosis was not 
formally assessed and analyzed and the role of individual differences in perceptions of 
prognosis could not be clearly examined. Secondly the accounts of psychosocial resources 
could have been subjected to biases and may not reflect pre-cancer levels of these variables. 
Thirdly stability of the reports of posttraumatic growth and correspondence with reports of 
significant others and relationships of PTG with other outcomes over time need to be examined 
through longitudinal study designs to understand more clearly the adaptive significance of PTG. 
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Further research may also focus on uncovering the conditions under which self reported positive 
changes may get consolidated, weakened or strengthened over time. Finally apart from post 
traumatic growth, other positive outcomes such as positive affect states were not examined 
which would have given a more holistic picture. 


CONCLUSION 


The findings of the present study highlighted that cancer patients even in the initial phase 
following diagnosis perceived and reported positive changes in various dimensions of self. It also 
brought into focus the need for reiterating to the health professionals the role of psychosocial 
variables in impacting quality of life of cancer patients undergoing active treatment and 
dialoguing regarding potential ways of modifying health delivery systems that make them more 
sensitive and responsive to the psychological needs of the patients. 
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ABSTRACT 


The purpose of the present study was to investigate the relationship of job satisfaction, job stress 
on Government sector bank and Non-Govemment sector ha nk employees. It was believed that 
there will have a significant difference between government and non-government bank 
employees in case of various job related factors. These factors affect job performance of 
employees. In this context it was important to know how job satisfaction, job stress differ in 
terms of types of jobs. Subjects in the study were 100 employees, 50 PSU and 50 non-PSU bank 
employees. Job Satisfaction Scale, Occupational Stress index were used as data collection tools. 
Data were analyzed by using means, Pearson Product Moment Correlation and ANOVA test. 
The study found that there is a significant positive correlation between job stress and types of job 
(r = .282, P < .01). Significant job stress was found in case of non-government bank employees, 
because, they feel less job security and high work load. Significant negative correlation was 
found between job satisfaction and sex (r = -.204, P < .05). Female employees were less satisfied 
than male employees with their lower level jobs having with a lower payment and as well as due 
to less social security. 


Keywords: Government, Non-government, job Satisfaction, Occupation Stress, Bank 


Job satisfaction and job stress are the two most widely studied topics in the present world. A 
major part of man's life is spent in work. It is a social reality and social expectation to which 
man seems to confinn. Job satisfaction degree is in fact detennined by the ratio between what we 
have and what we want in our life. Human have to adjust continuously with the changing 
environment. When a person becomes successful with his job, he feels satisfied and job 
satisfaction is essential for uprising production. The worker who achieves more is highly 
satisfied with his job. Future expectation of an employee also influences his job satisfaction level 
but today it is seen as a very complex cluster of attitudes towards different aspects of the work. It 
is also a pleasurable or positive emotional state and it is related to the work that individual 
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performs. Job satisfaction is the attitude of worker toward his occupation, rewards which he gets 
social, Organizational and physical characteristics of the environment in which he does his 
working activities. Job satisfaction can be regarded as one aspect of life satisfaction; experiences 
on the job influence perceptions of the job, and vice versa (Davis & Newstrom, 1989). There are 
some factors in job satisfaction. Some important facets for job satisfaction are pay, promotion 
and promotion opportunities, co-workers, supervision and the work itself. Job stress in work 
place is not a new phenomenon, but it is a great threat of employee’s health and well being than 
ever before. While technology has made aspects of many jobs easier, it has also added to the 
anxieties of office, life thorough infonnation overload, heightened pressure for productivity and 
a threatening sense of impermanence in the work place. Stress can be tenned as a dynamic and 
reciprocal relationship between the person and environment. There is a clear connection between 
workplace stress and physical and emotional problems. According to the early warning signs of 
job stress include: headache, sleep disturbance, difficulty concentrating, Irritability, low morale, 
poor relation with family and friend. Job stress plays an important role in several types of 
ongoing health problems, especially: cardiovascular disease, musculoskeletal conditions, and 
physiological disorders. 

According to Locke (1976) job satisfaction is a positive attitude resulting from the perception of 
one’s job as fulfilling one’s needs. There are three important dimensions of job satisfaction. 

1) Job satisfaction is an emotional response to a job situation. As such, it cannot be seen; it can 
only be informed; 2) How well outcomes need or exceed expectations often detennines job 
satisfaction; 3) Job satisfaction represents several attitudes. Job satisfaction is a person’s attitude 
towards the job. 


REVIEW OF LITERATURE 


Ahsan et al. (2009) conducted a study which investigated the relationship between job stress and 
job satisfaction. The detenninants of job stress were examined under this study include, 
management role in the organization, relationship with different people in the organization, 
pressure of extensive work, homework interface, performance pressure, and role ambiguity. 
Sattar and Ali (2014) Measures the factors affecting the employee satisfaction by discussing 
variables such as promotion, work environment, leadership and job satisfaction and observe its 
impact on workers of the banking industry at Bahawalpur district. It was determined that all the 
variables promotions, work environment, leadership behavior and job satisfaction have 
significant relationship with employees job satisfaction. 

Mansoor et al. (2011) conducted a research which examined the relationship between job stress 
and job satisfaction among the faculty members of universities in Lahore, Pakistan. In order to 
assess the stress level and satisfaction, role of management, work pressure, role ambiguity, and 
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performance pressure were used as variables. Results concluded that employees highly satisfied 
with their jobs (13.5%) or who were highly stressed on their jobs were few (2.5%); most of the 
employees were however averagely satisfied on each variable used in questionnaire to assess the 
level of job stress and job satisfaction. 

Rationale of the Study 

The bank sector of India has becoming a dominant source of our economy day by day. The work 
pressure in this site is also rising. So, it has become important to be concerned about the mental 
well-being of the employee. Besides, their job satisfaction level also must be known. It is hoped 
that if a research can be done, the stress level and the satisfaction of the employee will be 
identified. It will broaden the research aspect in this area and will also help the employee to 
reduce their stress level. It is hoped that the employee will be more satisfied with their 
occupation by proper management which can be theorized by such research work. 

Aim of Study: 

1. The study was to investigate the job satisfaction and job stress of government and Non 
government bank employees in urban area Patna. 

Objectives 

1. To study whether there is a relationship between job satisfaction & job stress among 
employees of Government Sector Banks and Private Sector Banks. 

2. To analyze whether there is any difference of job satisfaction & job stress on the basis of 
government Sector Banks and Private Sector Banks. 

3. To see whether there is any difference of job satisfaction & job stress on the basis of gender. 

Hypotheses 

1. There would be a relationship in job satisfaction & job stress among the employees of 
Government and Private Sector Banks. 

2. Job stress of Private Sector Banks employees would be higher than Government Sector Bank 
employees. 

3. Job satisfaction of Government Sector Banks employees would be higher than Private Sector 
Bank employees. 


MATERIALS AND METHODS 


Sample 

The participants of the present study comprised 100 respondents including 50 respondents of 
Government sector bank employees and 50 respondents of Private sector bank employees. In 
both cases 50% of respondents were male and 50% were female employees. Respondents were 
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selected purposively as a sample. Marital status, age, socio-economic status, income level were 
collected as demographic information of the participants. 

Instruments 

Personal Information Form (PIF): A questionnaire was set for collecting the personal 
information of the subjects such as name, age, educational qualification, occupation, monthly 
income, working hour etc. 

English Version of Job Satisfaction Scale 

An adapted English version of Job satisfaction scale developed by Warr et al. (1979) known as 
Warr-Cook-Wall scale used for measuring job satisfaction. The English version was 
administered to 25 participants (20 males and 5 females) with a gap of 30 days. The test-retest 
reliability Coefficient is 0.54 which is significant at .05 levels. The reliability Coefficient of 
Split -half (r = .87) and Combach’s alpha (r = .85) are significant at .01 level (n-270) showing 
internal consistency. Good concurrent (r = .32) and congruent (r = .54) validity were found. 
These results established that the English version of the Job satisfaction scale was reliable and 
valid. The scale contained fifteen statements about fifteen different aspects of the job with a 
seven-point scale; in which higher scores represent higher satisfaction. The original instrument 
was designed for face-to-face interviews where respondents were provided with the I’m 
extremely dissatisfied, I’m very dissatisfied, I’m moderately dissatisfied, I’m not sure, I’m 
moderately satisfied, I’m very satisfied and I’m extremely satisfied choices. Scores from 1 to 7 
were assigned accordingly. The scores obtained by a subject in all the fifteen items are added and 
the resulting total score is used as the index of job satisfaction of the employee. The lowest and 
highest possible total scores in this scale can be 15 and 105 respectively, with score 60 as the 
midpoint i.e. I’m not sure choice. 

Occupational Stress Index 

Job stress was measured by using the Occupational Stress Index developed by Srivastava and 
Singh (1981). The scale consists of 46 items with 5 alternative response (strongly disagree to 
strongly agree) categories. Out of 46 items, 28 are true -keyed and 18 false-keyed. The items 
related to almost all relevant components of the job life which causes stress in some way or the 
other such as role overload, role ambiguity, role conflict, unreasonable group, and political 
pressure, responsibility for persons, under participation, powerlessness, poor peer relations, 
intrinsic impoverishment, low status, strenuous working condition and unprofitability. The 
reliability index ascertained by Split-half (odd-even) method and Cronbach’s alpha coefficient 
for the scale were found to be .93 and .90 respectively. 

The possible range of scores on this index is from 46 - 230, with higher scores as indicative of 
high stress. For the present study a English version adapted by Rahman and Sorcar (1990) of the 
index was used which was found to have high inter-judge agreement. The responses were given 
weights of 1, 2, 3, 4 and 5, respectively for strongly disagree, disagree, I am not sure, agree and 
strongly agree. The scoring for the false-keyed items is reversed. 
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RESULTS 


The statistical methods used to analyze obtained data are mean, Pearson Product Moment 
Correlation and (2 x 2) analysis of variance (ANOVA). 

All statistical analyses were carried out using the statistical program SPSS version 16 for 
windows. 

There is a relationship in job satisfaction & job stress of Government and Non Government 
employees’ bank of Patna. The relationship is positive but not significant. Male job satisfaction 
mean was (72.58) and female job satisfaction mean was (66.94), which mean male job 
satisfaction was better than female. It reveal that only the main effect for sex is significant at .05 
level (F = 4.331, df = 1, 96, P < .05). That means job satisfaction of the respondents differed by 
their sex. There is government bank employees’ job stress mean was (124.30) and non- 
government mean was (134.24). That indicate Government employees bank job stress was lower 
than non- government employees. It indicates that the main effect of job stress for the types of 
job was significant at (.01) level significance (F = 8.651, df = 1, 96, P < .01). That means job 
stress of the respondents differed by their types of job. And the government bank employees’ 
mean is (14.78), non-government employees ba nk ‘mean is (13.94). It also shows that male 
employees’ mean is (14.78) and female employees’ mean is (13.94). 


Mean and standard deviation according to job stress for types of job and sex 


Sex 

Types of job 

Mean 

SD 

Total Mean 

Male 

Government 

Non-Govt. 

122.36 

138.56 

23.625 

13.109 

130.46 

Female 

Government 

Non-Govt. 

126.24 

129.92 

15.045 

13.625 

128.08 


Correlation between occupational stress and Job satisfaction among female bank employees. 


Factors of occupational stress Job satisfaction 

Job satisfaction 

Role overload 

.230* 

Role ambiguity 

.294** 

Role conflict 

.218* 

Unreasonable group & political pressures 

.251** 

Pressure from persons 

.109 

Under participation 

.075 

Powerlessness 

.142 

Poor peer relations 

.350** 

Intrinsic impoverishment 

.151 

Low status 

.257** 
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Factors of occupational stress Job satisfaction 

Job satisfaction 

Strenuous working conditions 

.116 

Unprofitability 

.244* 


* Correlation is significant at 0.05 levels 
** Correlation is significant at 0.01 levels 


The above table shows the correlation between occupation stress and Job satisfaction among 
female ha nk employees. The correlation between occupation stress and Job satisfaction is 
assessed by using product moment correlation. Negative correlation was found between 
occupation stress and Job satisfaction among female bank employees. The correlation between 
occupation stress and Job satisfaction is significant. Therefore the stated hypothesis job 
satisfaction is negatively correlated with occupational stress of male and female bank employees 
are accepted. 


Correlation between job satisfaction and occupational stress among male bank employees. 


Factors of occupational stress 

Job satisfaction 

Role overload 

.369** 

Role ambiguity 

.189 

Role conflict 

0.122 

Unreasonable group & political pressures 

.244** 

Pressure from persons 

.292** 

Under participation 

.272** 

Powerlessness 

.382** 

Poor peer relations 

.222* 

Intrinsic impoverishment 

.192* 

Low status 

.023* 

Strenuous working conditions 

.254** 

Unprofitability 

.201 


* Correlation is significant at 0.05 levels 
** Correlation is significant at 0.01 levels 


The above table shows the correlation between occupation stress and Job satisfaction among 
male bank employees. The correlation between occupation stress and Job satisfaction is assessed 
by using product moment correlation. Negative correlation was found between occupation stress 
and Job satisfaction among male bank employees. The correlation between occupation stress and 
Job satisfaction is significant. 
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Summary of ANOVA of job stress according to the types of job and sex. 


Summary of ANOVA of job stress 
according to the types of job and sex. 
Source 

SS 

df 

MS 

F 

Sig. 

Sex 

141.610 

1 

141.610 

.496 

.483 

Type of job 

2470.090 

1 

2470.090 

8.651* 

* 

.004 

Sex*Type of job 

979.690 

1 

979.690 

3.43 1 

.067 

Error 

27410.320 

96 

245.524 

Note: R Squared =.116 (Adjusted R Squared .088); **P < .0 

l. 


DISCUSSION 


The present study aims to investigate the relationship of job satisfaction & job stress on 
Government and Non Government employee bank of Patna. The target population of this study 
is Government and Non Government employees’ bank. The sample was comprised 100 (50 
Government and 50 Non Government) employees. They were classified according to their sex 
i.e. male and female. 

The first hypothesis describing that there would be a relationship of job satisfaction & job stress 
on Government and Non Government employees was proved by this study. 


CONCLUSION 


The study has carried out to find the relationship of job satisfaction & job stress on government 
and non- government bank employees of Patna. It was found that job satisfaction among male 
employees was better than female employees. The reason found in this study, females are 
dominated in many aspects by male employees in jobs. Non government bank employees found 
to feel more job stress than government employees. There are many difference exist between 
government and non government jobs including job security and others facilities. Job satisfaction 
& job stress are important detenninants of employee’s wellbeing. When people are satisfied with 
their job, they are more productive and tend to be healthier. When employees feel that the 
environment at work is negative, they feel stressed. Stress has a large impact on employee 
mental and physical health. So in today’s competitive hiring market, it’s become important for 
all types of organizations to enhance job related opportunities and ensure that workers enjoy 
being on their job. 


LIMITATIONS 


In this study, the sample was drawn purposively as well as sample size was small. As a result this 
sample is not enough to represent the true status. That is why the findings cannot be over 
generalized to all of the Government and Non Government Bank employees of Patna. In this 
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sense, in order to increase generalization of the study further higher order analysis could be 
performed. Further research is needed to explore the relation of other variables with job 
satisfaction & job stress on the basis of types of jobs and gender. 
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ABSTRACT 


The current study reveals that occupational stress among BPO Workers the study says that BPO 
Workers person they have moderate occupational stress, there is no significant difference in 
occupational stress among male and female BPO Workers. 


Keywords: Occupational Stress , BPO Workers 

Psychologists once believed that stress actually improved performance on a wide range of task. 
They held that the relationship between stress and task performance takes the form of an upside 
down is at first performance improves as stress increase presumably because the stress is 
arousing or energizing Beyond some point though stress becomes distracting and performance 
actually drops. 

While this relationship may hold true under some condition growing evidence suggest that even 
low or moderate level of stress com interfere with task performance (motowidlo Packard & 
manning 1986 stress 1984). 

It is clear that individual differ in their resistance to stress. Some people seem to be disease 
prone. They suffer ill effect from even mild level of stress other people sometimes referred to as 
self headers are able to function effectively even in the face of intense ongoing stress (fried 
man). 

According to Beer and Newman define job stress as a condition arising from the interactive of 
people and their job and characterized by changes within people that force them to deviate from 
their normal functioning. 

1) Stress is not simply anxiety. Anxiety operates solely in the emotional and psychological sphere 
whereas stress operates there and also in the physiological sphere. 
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2) Stress is not simply neNous tension : Like anxiety neNous tension may result from stress but 
the two is not the same unconscious people have exhibited stress and some people may keep it 
butted up and not revered it through neNous tension. 

3) Stress is not necessarily something damaging : Bad or to be avoided esters is not damaging 
or bad and is something people should seek out rather than avoided. 

Rapid pulse 1 pounding heart; increased perspiration 1 testing 8f arm and leg muscles) shortness 
of breath gritting of teeth. 3ehavioral to stress are deterioration in perfonnance restiveness 
smoking and use of alcohol or other recreational drugs accident proneness neNous mannerism 
(food taping nail biting) increased or decreased editing increased or decreased sleeping. 

Conceptual Framework 

Stress 

Stress is a dynamic condition in which an individual is confronted with an opportunity constraint 
or demand related to what he or she desires and for which the outcomes is perceived to be both 
uncertain and important. 

Stress is not necessarily bad in and of itself while stress is typically discussed in a negative 
content it also has positive value. It is an opportunity when it offers potential gain. 

Types of Stress 

The major types of stress can be broken down into four different categories eustress Hyper stress, 
hypo stress & Distress. 

1) Eustress 

It is the type of stress you experience right before you have the need to exert physical force 
eustress prepares the muscles heart and mind for the strength needed for whatever is about to 
occur. Eustress can also apply to creative endeavors when a person need to have some extra 
energy eustress kicks in to bring them the inspiration they need. 

An athlete will experience the strength that comes form eustress right before they play a big 
game or enter competition, because of the eustress they immediately receive the strength that 
they need to perform. When they body enters the fight or fight response. It will experience 
eustress the eustress prepare the body to fight with or free from on imposing danger. This type of 
stress will cause the blood to pump to the major muscles group and will increase the heart rate 
and blood pressure to increase. If the event danger passes. The body will eventually return to its 
nonnal state. 
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2) Distress 

Distress is one of the negative types of stress. This is one of the types of stress that the mind and 
body undergoes when the nonnal routine is constantly adjusted and attired. The mind is not 
comfortable with this routine and craves the familiarity with this routine. There are actually two 
types of distress. 

a) Acute Stress 

b) Chronic Stress 

a) Acute Stress 

Acute stress is usually for short time and may be due to work pressure meeting deadlines 
pressure or minor accident over exertion increased physical activity searching something but you 
misplaced it or similar things. 

Symptoms: Of this types of tension are headaches back pain, stomach problem rapid heartbeat 
muscle aches or body pain acute stress is common in people who take too many responsibilities 
and are overload disorganized always in a hurry and never n km time. These people are generally 
in positions of important at their work place and stressful life style is inherent in them symptoms 
of this type of stress are prolonged tension headaches hypertension migraines chest pain and 
heart disease. 

2) Chronic Stress 

Chronic stress will occur if there is a constant change of routine of routine for week months. 
Chronic stress affects the body for a long period of time. This stress is due to poverty broken or 
stressed families and marriages chronic illness and successive failures in life people suffering 
from this type of stress get used to it and may even not realize that they are under chronic stress. 
It is very harmful to their health. 

Physical and Mental Signs of Short Term and Long Term Stress 

Often occurring in quick bursts in reactions to something in your environment short tenn stress 
cam affects your body in many days. 

• Making your heart-beat and breath faster. 

• Making you sweat more 

• Leaving you with cold hands feet or skin 

• Making you feel sick to your stomach or giving you butterflies. 

• Tightening your muscles or making you feel tense. 

• Leaving your mouth dry. 

• Making you have to go to the bathroom frequently 

• Increasing muscles spasms headaches fatigue and shortness of breath. 

While this burst of energy may help you in physical situation where your body needs to react 
quickly. It cam have bad effects on your mind and perfonnance. If there is no outlet reason for 
your stress. 
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Changing your sleep habits : (Either causing you to sleep too much or not letting you sleep 
enough) 

Physical conditions 

• Hypertension. 

• Heart disease 

• Strokes 

• Diabetes 

• Ulcers 

• Infection diseases 

• Spastic celon 
Psychological problem 

• Serious depression 

• Accidents 

• Domestic violence 

• suicidal behaviors 

• alcoholism 

• senous substance abuse 

• Other debilitating psychological disorder. 

1) Causes of stress 

• Death of spouse family near relative or friend 

• Injury or illness of any family member 

• Marriage of self or son or daughter of brother or sister etc., 

Occupational Stress 

Stress can be defined as an adverse reaction people have to excessive pressure or other type of 
demand placed upon them more than half a million people currently report experiencing stress 
associated with work at a level which makes them will. 

The employer has an important role in controlling work place factors which have been shown to 
be associated with work related stress and encouraging employees to report concerns at an early 
stage and identify appropriate support whilst the employer is not under a legal duty to prevent 
non-work factors a supportive environment will help employees to seek help for other issues and 
minimize their impact at work. 

No common trend in claims arising from occupational stress developed until the case of Halton 
in 2002. it was decided that it was necessary to return to the basic duty care. 

• The halton guidance can basically be reduced 

• The employer must be able to reasonably foresee the injury. 

before a duty of care arises. An employer can normally assume that the employer is able to cope 
with the normal pressures associated with work. 
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Potential sources of stress 

There are three categories of potential stress environmental, organizational and individual. 

Environmental factor: Just as environmental uncertainty influences the design of an 
organizations structure it also influences stress level among employees that organization. 
Changes in the business cycle create economic uncertainties when the economy is contracting. 

For e.g. people become increasingly anxious about their security political uncertainties don’t tend 
to create stress among North American as they do for employees in countries like irad. 

Technological uncertainty is a Third of environmental factor that can cause stress. Because new 
innovations can make and employee’s skill and experience obsolete in a very short period of 
time computers robotics automation and similar fonns of technological innovation are a threat to 
on any people and case them stress. 

Organization factors: There is no shortages of factors within the organization that can cause 
stress pressures to avoid errors or coraplete asks in a limited time period work overload a 
demanding and insensitive boss and unpleasant co-workers a we’ve categorized these factors 
around task role and interpersonal demands organizational structure organizational leadership 
and the organizations life stage. 

BPO Workers 

It has long been assumed that BPO Workers work is the world’s most stressful occupation, but 
comparative studies of occupational stress have revealed that correctional work such as business 
emergency medical services and correctional work are more stressful them policing (Patterson 
1992). 

The symptoms of BPO Workers stress may be difference however for one thing the effects are 
usually delayed more closely resembling the symptoms of PTSDC post teaimnates stress 
director) or bar out (sometimes called cumulative stress reduction but bar out a disease of over 
commitment is the more reversible condition characterized more by temper Flare ups) 

The symptoms appear one day from out of the blue in officers who have not shown even the 
slightest early warning sign research has shown that officers with five to ten year of service 
usually have the highest means stressor scoren (Violanti Aron 1995). 

1) Suicide 

BPO Workers officer kill themselves at the rate six greater then in the general population and 
BPO Workers officer kill themselves at a rate 8.3 times greater than those who die at the hands 
criminals (violanti 1996) Although you often don’t seen it coming and there usually no history of 
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counseling before and BPO Workers suicides via psychological autopsies have been linked to 
diagnosable mental disorder most often involving depression alcohol or drug abuse. 

2) Alcohol 

The rates are high possibly because of the stigma associated with illegal drugs older officer 
highest rate and there is significant female and minority involvement several studies conducted 
in the 1970 locked at drinking on duty as an indicator of alcoholism and produced some 
frightening figures from reiss 25% to van raolte 67% other studies have looked at the cup ulcer 
rate estimate at 30% and fifteen and dietary of officers more recent studies have looked at drug 
are and abuse. 


REVIEW OF LITERATURE 


Ernakulam District of Keral Beehr and Newman (1978) define occupational stress as "A 
condition arising from the interaction of people and their jobs and characterized by changes 
within people that force them to deviate from their normal functioning" Cobb(l 975) has the 
opinion that "The responsibility load creates server stress among workers and manager cannot 
cope with the increased responsibilities it may lead to several physical and psychological 
disorders among them". Brook (1973) reported that quality live changes in the job create adjust 
mental problem among employees. The intrapersonal relationships within the departmental and 
between the departments create qualitative difficulties within the organization to a great extend. 
According to French & Caplan (1975) pressure of both qualitative and quantitative overload 
can result in the need to work. Excessive hours which is an additional source of stress "Having to 
work under time pressure in order to meet deadlines is ana independent source of stress studies 
shows that stress levels increase as difficult deadlines draw near”.) The study of Michal Mermot 
(1990 University of London U.K.) say that individual perception also plays a role in 
occupational stress that difference employees perceive and react differently in given situation of 
work environment some with high stress level and some with low or even do not. Copper and 
Marchal (1976) states that occupational stress included the invironmental factor or stressor such 
as work overload role ambiguity role conflict and poor working condition associated with a 
particular job. 


METHODOLOGY 


In the present study consist of 50 BPO Workers person from different BPO Workers station in 
Gulbarga city. The name of this BPO Workers station is Brahmpur BPO Workers, Mahila BPO 
Workers Station, Ashok Nagar BPO Workers Station, and Station Bazar BPO Workers Station. 
Problem: To study the occupational stress among BPO Workers (Male/Female) 

Variable 

1) Independent variable: Gender 

2) Dependent variable: Occupation stress 
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Objective 

1) To know the level of occupational stress among BPO Workers. 

2) To know the difference in occupational stress among male and female BPO Workers. 

Hypothesis 

1) BPO Workers personal have high occupational stress 

2) Female BPO Workers in having more occupational Stress then male BPO Workers Personnel 
Sample design: 

The sample for the present study comprises 50 BPO Workers randomly selected from different 
BPO Workers station in Gulbarga City. 


Male 

25 

Female 

25 

Total 

500 


Tool : 

In the present study the occupational stress questionnaire (O.S.Q.) developed by Dr. S.K. 
Srivastava and Dr. A. P. Singh is used scale consists of 46 items each to be noted on the five 
point scale out of 46 items 28 are true keyed and rest 18 are false keyed. 


Categories of 

response 

Scores 

True-key s 
Items 

False keyed 
Items 

Never /strongly 
disagree 

1 

5 

Seldon I disagree 

2 

4 

Sometimes/Undecided 

3 

3 

Mostly I Agree 

4 

2 

Always /Strongly 

agree 

5 

1 


If the score is between 46 to 127 low occupational stresses 128 to 150 moderate occupational 
stresses and 151 to 230 high Occupational stress. 

Statistical Analysis : 

Mean S.D. t. value is calculated for Interpretation of result. 


DISCUSSION 


Stress is usually through of in negative term. It is through to be caused by something bad. For 
e.g. A College student is placed on scholastic probation a loved one is seriously ill or the boss 
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give a formed repairman for poor. This is a fonn of distress but there is positive pleasant side of 
stress caused by good things. 

Stress contributed not only to the physical disorder previously mentioned but also to emotional 
problem some research suggest that BPO Workers commit suicide at a higher rate than other 
groups. 


Table showing mean S.D and t. value of occupational stress among BPO Workers 
(Male/Female) 



Male 

Female 

Mean 

144 

148.8 

SD 

11.8 

12.6 

t-value 


Table showing the means S.D and t-value of the occupational stress among BPO Workers (male 
and female). The mean value of the male and female are different, i.e the Mean value of male is"l 
44" where as the mean value of Female is " 148.8". There is difference in the occupational stress 
among male and Female. The female BPO Workers have more occupational stress than the male 
BPO Workers. 

The S.D of male is 11.18 and that of Female is 12.6 which is slight greater than male. When test 
was applied to test the significant different in occupational stress, it was found that calculated t' 
value indicate that both male & Female BPO Workers are having moderate occupational stress. 


CONCLUSION 


1 . BPO workers persons are having moderate occupational stress 

2. There is no significant difference in occupational stress among male and female BPO workers. 
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ABSTRACT 


The present study was aimed to investigate the sports competition anxiety among netball players 
for this purpose the investigator collect data from 50 netball players divided in two groups (30 
males and 20 females). Further these two groups were divided into two more groups’ senior and 
junior players. Data was collected through Random sampling method by applying sports 
competition anxiety test developed by Marten 1977. For data analysis t-test was applied. Results 
revealed that there is no significant difference found between mean scores of sports competition 
anxiety among male and female netball players also insignificant difference were found among 
senior and junior players in respect to sports competition anxiety. Further findings show that 
male and senior players have high levels of sports competition anxiety than female and junior 
netball players. 


Keywords: Sports Competition Anxiety, Gender, Senior and Junior. 

In present days the emphasis in sport psychology has shifted away from study of sample arousal 
in favor of looking at the more complex phenomena of anxiety. Psychologists believed that some 
psychological factors like fear and anxiety have a vital role in competition and in competitive 
sports, every athlete experience fear before, during and after events (Lizuka, 2005). Anxiety is a 
specific unpleasurable quality, efferent or discharge phenomenon and perception of these (Frued 
1949). Anxiety is a negative emotional state with feelings of nervousness, worry and 
apprehension associated with activation of the body (Weinberg & Gould 1995) (cited from Jarvis 
2006). 

Anxiety can have a devastating effect on the performance of an athlete. No matter how talented 
or skilled a person is, he will never perform best if he loses his control on fear before every 
event. Sports anxiety is a kind of anxiety that drives a tendency to evaluate the competition 
situations as threatening, and in response to this situation, there is an anxious state. According to 
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Vujanovic & Tisma (2011) sports anxiety refers to the emotional state of fear, tension in a 
concrete sporting event. Martens et al., (1990) in their multidimensional theory of anxiety 
underlines the fact that anxiety includes somatic and cognitive components as well as self-con- 
fidence. 

Continuously high levels of anxiety during sports have significant impact on perfonnance results 
failure. Hann (2000) believe that high levels of anxiety during competition are harmful it 
worsening perfonnance and even leading to dropout. Therefore, it’s very important to know the 
level of anxiety among sports persons so important measures can be taken by coaches, sport 
psychologists and trainers to overcome the effect of anxiety among sports persons. Researchers 
conducted various studies to highlight the cases, consequences and affect of sports competition 
anxiety on sports persons, Inder (2015) undercover the sports competition anxiety among 
volleyball and soccer male players. Results show no significant difference between volleyball 
and soccer male players in their sports competition anxiety. Singh & Pal (2015) also highlights 
anxiety level of Kho-Kho players at national level. Mitra & Gayen (2014) assessed sports 
competition anxiety level among basketball, football and volleyball players. Results revealed no 
significant differences were found among the selected three ballgame players in respect to sports 
competition anxiety. Nayek & Chatterjee (2014) found significant difference on pre competition 
anxiety between national level and state level women athletes. Results also show that national 
level women athletes had less level of pre-competition anxiety than the state level women 
athletes. Rastogia & Katiyar (2014) revealed that there is significant difference between chess 
players and cricket players in respect to sports competition anxiety. Quadri (2013) conducted a 
study on self concept and anxiety among boys and girls school players. Results show that girl’s 
players shows high anxiety level than boy’s players. Ali et al., (2012) highlights that increasing 
personal standards (P.S.) and perceived coach pressure (PCP) results in decreases trait anxiety 
while as increasing concern over mistakes (COM) and perceived parental pressure (PPP) also 
increases trait anxiety. Hannon & Fitzgerald (2006) examined the anxiety and performance in 
selected non-professional athletes. Results revealed that there was a significantly negative 
correlation between anxiety scores and performance on the irritability, depression & anxiety 
questionnaire. Humara (1999) revealed that women have a higher level of cognitive anxiety. 
Simon & Martens (1977) also found higher levels of that competitive state anxiety among 
amateur individual athletes than athletes in team sports. 

Problem 

• To assess the level of sports competition anxiety among netball players. 

Objectives 

1 . To find the level of sports competition anxiety among male and female netball players. 

2. To find the level of sports competition anxiety among senior and junior netball players. 
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Hypotheses 

1. There would be no significant difference found among male and female netball players in 
sports competition anxiety. 

2. There would be no significant difference found among senior and junior netball players in 
sports competition anxiety. 


METHOD 


Samples 

The present study consists of 50 samples (30 male and 20 female) netball players. In male group 
15 was seniors and 15 junior players similarly in female group 10 was seniors and 10 junior 
players. 

Procedure 

The investigator collects the date through random sampling method by using sports competition 
anxiety test developed by Marten 1977. Proper rapport was established with the subject and over 
view of the study was given to them. Later sports competition anxiety test questionnaire was 
given to each subject and were asked to read the instructions given carefully. Thus after 10 
minutes subjects hand over the questionnaire to investigator and were thanked by him therefore 
the data was collected in proper way. 


RESULTS 


The main purpose of the present study was to find the level of sports competition anxiety among 
netball players. For that data was collected from Annamalai University. The obtained data was 
statistically analyzed by applying. Mean, SD, SED and t- test. The obtained results of the present 
study are shown in tables given below. 


Table-1 Showing mean, S.D, S E D and t- value of male and female netball players 


Group 

Scores 

No 

Mean 

SD 

S e D 

df 

t- value 

Male 

872 

30 

29.06 

30.75 

8.73 

48 

0.10 

Female 

562 

20 

28.1 

29.93 


Table- 2 Showing mean, S.D, S E D and t- value of senior and junior netball players 


Group 

Scores 

No 

Mean 

SD 

S e D 

df 

t- value 

Senior 

785 

25 

31.4 

33.00 

8.60 

48 

0.63 

Junior 

649 

25 

25.96 

27.62 


Table- 3 Showing mean, S.D, S E D and t- value of male senior and junior netball players 


Group 

Scores 

No 

Mean 

SD 

S e D 

df 

t- value 

Senior 

486 

15 

32.4 

34.39 

11.42 

28 

0.58 

Junior 

386 

15 

25.73 

27.86 
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Table- 4 Showing mean, S.D, S E D and t- value of female senior and junior netball players 


Group 

Scores 

No 

Mean 

SD 

S e D 

df 

t- value 

Senior 

299 

10 

29.9 

32.62 

13.75 

8 

0.26 

Junior 

263 

10 

26.3 

28.76 


DISCUSSION 


The results of present study demonstrated that there is no significant difference found between 
mean scores of sports competition anxiety among male and female netball players also 
insignificant difference were found among senior and junior players in respect to sports 
competition anxiety. 

The mean scores of sports competition anxiety of male players were found 29.6 which is less 
than the mean scores of female players (28.1) similarly S.D. scores of male players (30.75) was 
found more than the S.D. scores of female player (29.93). The SE D was found 8.73 and obtained 
t-value is found 0.10 with df 48 which is less than tabulation value at 0.05 level which means 
that our obtained t- value is insignificant at 0.05 level of significance. It indicates that there is a 
no significant difference found between the mean scores of male and female players in respect to 
sports competition anxiety. Therefore first hypothesis “there would be no significant difference 
found among male and female netball players in sports competition anxiety” is accepted. These 
findings are supported by the research done by Singh & Singh (2015) they investigate anxiety 
level between boys and girls. Results were found insignificant at 0.05 levels. 

The mean of anxiety scores of senior and junior players were found 31.4 and 25.95 with S.D. 
value of 33.00 and 27.62 respectively the SE D value was found 8.60 and the obtained t-value 
0.63 with df 48 is found insignificant at 0.05 level of significance thus our second hypothesis 
“there would be no significant difference found among senior and junior netball players in sports 
competition anxiety” is accepted. 

In the present study we also found that the mean, S.D, S E D and t-value scores for sports 
competition anxiety of male senior and junior players was found [(M=32.4,S.D=34.39)] 
[(M=25.73, S.D=27.86)], S E D=11.42 and t-value= 0.58 with df 28 is found insignificant at 0.05 
level of significance. 

The mean, S.D, S E D and t-value scores for sports competition anxiety of female senior and 
junior players was found [(M=29.9, S.D=32.62)] [(M=26.3, S.D=28.76)], S E D=13.75 and t- 
value= 0.26 with df 18 is found insignificant at 0.05 level of significance. 


CONCLUSION 


To conclude the present study demonstrated that male and senior players have high level of 
sports competition anxiety than female and junior netball players. But some time there is 
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insignificant difference found between mean scores of sports competition anxiety male and 
female, senior and junior netball players. 
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ABSTRACT 


Mental illness is a growing reality of our times. Usually in a typical Indian family, the parents act 
as the primary caregivers for the child suffering from mental disorder. For adult sufferers, it can 
also be siblings or offspring, and at times even spouse or partner. Research on the experiences of 
families of mentally ill people has been minimal in the Indian context. This study aims to shift 
the focus from the mentally ill patients to the suffering of the caregivers and families of the 
patient keeping in mind the interconnected well being of the family in a collectivist culture. 
Following a qualitative approach, narratives have been taken from the family members of 
mentally ill (narratives of 8 families with mentally ill person) and also the mental health 
professionals (two) through semi structured interviews. The findings suggest that the family 
members suffer from a significant amount of stress accompanied by burden. Also, they feel 
secluded from the society and experience a lack of assistance to deal with the mentally ill 
member of the family. 


Keywords: Family members and caregivers, Qualitative Approach, Mental Illness 

Throughout the existence of humankind, researchers, scholars and even the members of the 
society have been fascinated by the endless capabilities of the human mind. Like any other organ 
of the body, however, there are times when our brain also ‘malfunctions’, not functioning in 
desired manner. Termed loosely as ‘mental illness’, the response of the society and family is 
much different than what it is to a typical physical illness, and manifests itself as frustration, 
anger and at times abuse. Mental illness, the ever persisting problem that causes severe anxiety 
and stress, is widely misunderstood. The impact and effect of mental illness on the sufferer are 
well known, what is less kn own is the consequences of the same on the family and their often 
invisible but tremendous role. 

In a collectivist culture such as India the primary care giving roles for the mentally ill are taken 
up by the family. For children, it is usually the parents that take up the role. For adults, the role 
can be extended to siblings, spouse/partner and even off springs in case of old patients. The 
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mental illness alters the roles played by the family members more as the caregivers. These 
changes are often traumatic and the situation forces them to accept such roles. 

Interestingly though, the professionals are unskilled or unprepared to deal with the families deal 
with the crisis. Most of the professionals posses a great knowledge about the mental illnesses 
and at times even about the families but rarely they are able to devise that knowledge and 
understand what the family really goes through. A difference in the perception of the situation 
and needs has also been noted in several studies. (Hatfield et al. 1982; Spaniol and Zipple 1988a) 

The skills acquired by the professionals often fail to provide the right assistance and support 
required by the caregivers and the family but is adequate enough to support the patient. On the 
contrary, the environmental factors causing mental illness also blame the families in causing the 
mental illness of their family member which indeed makes the caregivers question themselves. 

The survey conducted by California Alliance for mentally ill on graduates in mental health 
discipline found that 53% of the training programs teach the theory that states family causation 
of the mental disorder. (NAMI Training Matters 1991). This paper will focus on the experiences 
of the family members and the impact of the illness on the caregivers and the family as a whole 

The families of the patient suffering from mental illness experience difficulty adjusting with the 
illness and recovering that might even last for several years. (Terelsen 1987; Tessler et al. 1987). 
The family goes through shock, denial, anger, depression, coping, acceptance and finally 
affirmation when confronted with trauma of mental illness in the family. (Power and DelTOrto 
1980; VanderKolk 1987). 

As the families lack knowledge and clarity about the mental illness, it results in a constant cycle 
of emotions between hope and despair. These feelings at times might seem to be excreting and 
confusing yet they are experienced by most of the caregivers and family members. During the 
early stages, family members experience guilt, self blame and embarrassment and require help 
from an understanding and knowledgeable professional. Families often exhibit a strong reliance 
on the mental health professional hoping to seek their answers. The initial phase can be summed 
up as highly traumatic and confusing state for not just the patient but the for entire family. 

For the person suffering from the mental illness and the care givers, life can be unpredictable and 
chaotic. Symptoms might exhibit themselves one day and disappear the next. New behaviors 
develop frequently. This makes the caregiver feel powerless and helpless to do anything. They 
only get worried and various aspects of the person’s life change drastically. 

“In a study conducted on 362 caregivers of patients suffering from serious mental illness like 
schizophrenia, 63% stated that they almost never have time to pursue their own activities as they 
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are busy care giving.” The mental illness interferes so much so that it even becomes difficult to 
take a vacation due to the care giving responsibilities. 

The mental illness not only affects the health of the person diagnosed but also that of the 
caregiver. The care givers have been diagnosed with much higher rate of stress and are twice as 
likely to develop anxiety related disorder as seen in the normal population. The feelings 
experienced by the caregiver change over time with the state of the mental illness of the patient. 

In a narrative the caregiver stated that “ The mental health of my daughter has also affected my 
mental health in a major way. Even when I am happy, I am constantly worried about what 
challenge might come up next and it leaves me constantly traumatized. There is almost always an 
atmosphere of stress at home.” 

Mental illness does not only affect the everyday life and health but it also impacts the social 
relations of the patient and the caregiver. In a collectivist culture like India, people seek support 
from their close friends and relatives when they are exposed to a crisis like situation. But the 
response of the family members to “mental illness” can be a lot different than any other serious 
problem. The air of stigma, discrimination and the lack of understanding by the society very 
often forces the caregivers and the patients to conceal the mental illness. The fear of not 
disclosing it often leads these families to distance themselves from other friends and relatives 
and even the wider community which in the end leads to social isolation and social exclusion. In 
this situation, the families can seek help of support groups that consists of other families that 
have gone through a similar experience. 

“I felt sad when I could not tell my close relatives what our family was going through because I 
thought they would not understand. Everyone is very supportive when it’s a visible serious 
physical illness like cancer but it’s not yet the same with mental illness. Mental illness is still a 
taboo in the society and no one really understands it” 

The mental illness also manifests its impact on the financial security and the employment of the 
caregiver. This is usually because the care giver has to invest a lot of time caring for the patient 
and as a result their career suffers and takes a backseat. The job of care giving demands a lot of 
time and also the need to take up the responsibility of someone who is not financially 
independent. In certain cases, the resources needed to professionally treat the mental illness are 
also very expensive and not all families are able to afford it. In total it has a profound impact 
both in short- term and long- tenn on the financial security of the family. Since, mostly the role 
is taken up by women; their career is affected particularly more. The productivity of the 
caregiver as an employ also reduces significantly due to anxiety caused by mental illness in the 
family. 
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Caregiver burden can be defined as the emotional response of the caregiver to the condition of 
the patient. In a research conducted by Oldridge and Hughes (1992), it was reported that 
psychological distress in the caregivers was twice as high as that observed in the general 
population. Another set of researchers Potasznik and Nelson (1984) stated that the caregiver 
burden could be reduced by increasing the social support provided to the caregiver and the 
family. Caregiver burden also affects various other aspects of the caregiver’s life; for example, 
their marital satisfaction. Depression is also common among the caregivers. As stated by the 
stress proliferation model, care- related stressors might get converted into emotional distress. 

Caregivers also develop certain strengths by their experience. Lefley (1990) discussed certain 
strengths in caregivers dealing with the mentally ill such as maintaining the balance between 
multiple needs and roles, easily able to overcome negative emotions, attitude and fear, trying to 
maintain family stability and supportive relationships. 


METHOD 


The study focuses on the effect of mental illness on the entire family as a unit and not just the 
mentally ill patient. The question addressed was the experience of the family and the changes 
that occur due to the mental illness. 

The sample size of 10 was taken. The sample consisted of 8 caregivers of patients with clinically 
diagnosed depression and 2 mental health professionals. The caregivers included 3 parenting 
couple (age: 35-50 years.), 2 children (age: 20-25 years.) and 3 spouse/partners (35-50 years.) 
All of them belonged to Delhi and NCR region and were form a middle socio-economic 
background. The two mental health professionals had 12+ years of experience in the field. The 
families and professionals were approached in the hospital and later timings were fixed for the 
interview. Both the families and mental health professionals were informed about the studies and 
their consent was taken. 

Procedure 

The families or caregivers and also the mental health professionals were approached in the 
hospital and after their consent, the interview was scheduled as per their convenience. During the 
interview, preliminaries were taken and a small rapport formation session was carried out to ease 
out the interviewee. Semi structured interview that focused on the experience of the families was 
carried out. Narratives from the interview were collected and analyzed to extract common 
themes and unique experiences of the family members and the professionals. Life-story approach 
(Riessman; 1993) was used to analyze and extract the common themes and unique experiences 
from the collected data. 

Ethical Considerations of the Study 
1 . Informed written consent was taken from all participants. 
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2. Confidentiality issues were clarified. All participants were assured that their identities would 
not be revealed. 


RESULT 


The objective of the study was to assess the issues and experiences of the family members 
coping with mental illness. After the careful and repeated analysis of the narratives, certain 
common themes emerged which are presented below in Table 1. The state of denial in families 
when made aware of a family member having an illness was observed in majority of the cases. 
Dilemmas due to the unpredictable and difficult behavior were also observed. In the initial 
stages, the families felt helpless and disappointed. The mental health professionals agreed to the 
fact that adequate assistance is usually not provided to the families. Another unique observation 
made was the difference between the perspectives of the family and the mental health provider 
regarding care giving. These results were very similar to other studies concerning the experience 
of families of the mentally ill. (Bloch et al, 1995). 

Table 1: Main themes by the perspective of the caregivers 

Initial phase of denial, anger and final acceptance when confronted with mental illness. 

Feeling of powerlessness due to unpredictable behavior. 

Increased level of stress that affected various aspects in life. 

Isolation from relatives and friends. 

Fear of being labeled and stereotypes attached. 

Phases of hopelessness. 

The idea of responsibility of the family as a whole. 


DISCUSSION 


Each of the themes that emerged were further analyzed and supported by the narratives provided 
by the family members and professionals themselves. 

When the families are informed about the existing mental illness in one of the family members, 
they experience great stress and trauma. The acceptance of the illness does not happen 
immediately. Families go through phases of Shock, anger, stress, denial and finally acceptance. 
The lack of clarity about the mental illness and the process of recovery make it even more 
difficult for the families to accept it. The families go through the cycle of hope and despair. It is 
usually a tough, confusing and exhausting phase for the family. The early stages of coping and 
recovery also accompany embarrassment, severe guilt and the fear of being labeled. Very often 
during diagnosis, the families are asked questions about the disturbances in the family 
environment, confirming to the causal theory of mental illness that puts the family members into 
guilt. 
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Narrative provided by a daughter of the patient suffering from depression is as follows "in the 
initial phase of the illness, my father would not get up from the bed and would stay in a dark 
room the entire day, he would refuse meeting anyone or going to work. We thought he had 
some work related stress, his behavior did not change over days and got even worse, he was 
easily irritable and would not talk to anyone. When we finally approached the psychologist, we 
were told that he suffered from severe clinical depression, though we were aware what 
depression was, we never thought someone from our family would go through the same." This 
finding was similar to the findings of the study by Power and DelTOrto 1980 & Vander Kolk 
1987 where they described the typical stage that the families go through when confronted with a 
traumatic mental illness. 

Families also seem to go through a lot of chaos and uncertainty. There are new behaviors that 
emerge every now and then and the behaviors that were unthinkable a week ago become the 
‘new normal’, the families feel powerless and helpless, they feel they have no control over the 
situation and can only worry. “At a point in time, I could not leave my daughter alone in the 
room as she would start scratching herself out of frustration, at night I would wake up to her 
crying loudly and screaming, at times when we would ask her why she was crying she would 
say she does not know ” stated the mother of a 17 year old recovering from severe clinical 
depression. At this stage, assistance from a knowledgeable mental health professional is 
important to guide the family to cope up with the everyday challenges that they experience 
regarding the patient. Unfortunately, it was found that the mental health professionals are not 
trained enough to provide the right assistance. During the interview a private clinical 
psychologist said “the system is not developed enough to welcome the families. We are only 
guided to treat the patients and when we are asked to help anyone other than the patient, we 
do not know what to do. We do not even try to welcome the families because we are not trained 
for it. At times when families come to me they just want to be heard. ” At the same time, the 
professionals also felt that it becomes difficult to work with families as they seek instant results 
and want the mental health professionals to take the role as the primary caregiver of the mentally 
ill (Fisher et. al; 1 989 ).”/« my 15 years of experience as a clinical psychologist, people come to 
us with patients because they are seeking immediate relief, they fail to understand that we are 
not magicians and it takes time to recover from the mental illness. They pay us for giving 
instant solutions which is almost impossible in case of severe mental disorders. If we say 
anything against this belief, they just do not accept it. ” The family members stated that they felt 
better in the company of people going through the similar experience. Potasznik and Nelson 
(1984) found that the increase in satisfaction with the support network resulted in drastic relief in 
objective and subjective burden among the family members. 

Very often, the families have to gain knowledge and education about the mental illness 
themselves to get a clearer insight of their role as a voluntarily caregiver. Gartner and Riesman 
(1982) have elaborated upon the importance of mutual aid and self help groups organized by the 

© The International Journal of Indian Psychology, ISSN 2348-5396 (e) | ISSN: 2349-3429 (p) | 148 



Families Living with Mental Illness 


families themselves. Feelings of stress, anxiety, guilt, fear are very common among the family 
members. In a research it was found that caregivers of the mentally ill are at twice the rate of 
developing anxiety related disorders. Stress-Proliferation model shows concern with the changes 
of conversion of stressors related to care giving into emotional distress. ( Aneshensel, Pearlin, 
Mullan, Zarit, & Whitlatch, 1995). According to study conducted by Rolland in 1994, it was 
found that in mental disorder such as depression and other mental illness; there is increase in the 
strain on the family caregivers due to exhaustion and the continuous need and addition of care 
giving tasks. The family members were always “on call” to deal and cope up with the crisis of 
the mental illness that affected on a day-to-day basis. The feelings keep changing with time and 
the condition of the mentally ill. The care givers lose the sense of their own individual life 
because they spend a significant amount of time playing the role of care giver. In a narrative 
provided by the wife whose husband was diagnosed with depression 2 months back she said “/ 
am unable to pay attention to my children and my daughter who is in her teens feels neglected 
as I spend most of the time taking care of my husband. My husband has stopped going to the 
office and is always at home and usually always in his room. At times he wakes up in the 
middle of the night, worried and I have to stay up with him. This is a job you just cannot take 
a break from. ” 

Usually, when people are diagnosed with physical illnesses such as cancer, the family and 
friends provide significant support. Unfortunately, that is not the scenario in the case of a mental 
illness. The lack of understanding of the mental illness among the friends and relatives restrict 
the family of the mentally ill from disclosing the information. They often feel that they might be 
labeled and bad mouthed. It was found that in most of the cases the families were hesitant to 
even approach the mental health professional because they thought it would automatically 
defame them. The family members themselves accepted that if they would not have experienced 
it themselves, they wouldn’t have understood how serious mental illness can be. This fear leads 
them to isolate themselves and the patient from the wider society and forces them to face the 
issue of isolation. A mother stated ‘It has been 3 months and we have not yet disclosed it to any 
of our relatives that our daughter suffers from depression. We do not yet know how they will 
react to it. We avoid going out as much as we can as she is easily irritable and breaks down 
very often. We do not want them to find out something is wrong. Once, my brother came home 
but we had to take her to the doctor, I told him that we were going to see a close friend. We 
just don’t want anyone to label her as a ‘ retard Mental illness also has a serious impact on 
the financial security and the career. It is a time demanding job to provide care to the family and 
also the therapies are expensive. It was observed, in most of the cases, the women were the 
primary caregivers and had to compromise with their job. Nonetheless, the stress at home due the 
illness also affected the productivity of other members of the family, regardless of their age or 
gender. “ I had to quit my job so that I could pay attention to my child, I think it was my fault 
that he felt low and I decided to pay more attention to him and take care of him." There are 
always phases of hopelessness and despair that families go through while fighting the mental 
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illness but, adjusting to the everyday challenges due to the mental illness makes them more 
adaptable to any other problem that arises. ( Danielson, Hamel-Bissell & Winstead-Fry, 1993) 
“Dealing with my husband’s condition, made me much more resilient to any other problem 
that I come across now. It looks like a trivial thing and I know no matter how hard it is, it will 
someday pass and get better with time. ” 

One interestingly unique finding of the research was, that though these families go through a lot 
of stress and burden due the mentally ill member of the family, when asked if they would like to 
send them to an institution for their recovery and rehabilitation, most of the care takers refused 
the idea. Even though the role was stressful and difficult, the idea of separation was outrightly 
refused. This indicates the strong sense of responsibility of the family as a whole in the 
collectivist culture. 

Building a Family Friendly Mental Health System 

The contributions and needs of the family and caregivers living with mental illness should be 
recognized. The stress and overwhelming experiences that they go through should be addressed 
by providing them with services to respond to their questions and concerns. It should also be 
taken into account that they should be identified for their vital role that they play for their loved 
ones. 

Families are in the need to access an improved level of education, knowledge and information, 
counseling and some respite. Accurate information provided by the mental health care 
professionals, service groups or families and friends themselves can ease out the fears, anxiety, 
stigmas associated with the illness. Educating the families about the illness can help them in 
developing the coping strategies that best suits them. Counseling can help in significantly 
reducing the stress and anxiety due to the mental illness in the family. Sometimes, social 
recreational programs can also benefit the families and provide them with brief respite. A lot of 
stress is due to the stigma and fear of discrimination associated with the mental illness, the lack 
of understand of the illness is the general public is leading greatly to the social exclusion. Mental 
health promotion workshops and anti-discrimination and stigma programs should be organized 
more frequently that it is at present. Such workshops should also be organized at both the levels 
of workplace and the service sector. 

The impact on the productivity of the care giver and other members at work reduces due to the 
care giving roles, to overcome this, organizational counselors should be trained to address to the 
special needs of such employees and ease out their burden. Other professionals and the health 
care staff should be sensitized to the need of the families and sensitized to work with them as 
equal partners in providing health care to the mentally ill. 
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LIMITATIONS AND FUTURE IMPLICATION 


1. The sample size was small (n=10). 

2. The sample was confined to Delhi-NCR region. 

3. The sample size of the family members was more than the sample size of the mental 
health professionals which could have produced some bias in the results. 

4. The difference in gender, age and experience was not considered. 


CONCLUSION 


The aim of the study was to understand the effect of the mental illness on the family as a unit. 
Families and the caregivers of the mentally ill patients play a vital role in the recovery process. 
The families themselves face and cope up with daily challenges. Factors such as lack of 
knowledge, stigma attached with the mental illnesses, and lack of support make it difficult for 
the families to cope up. It is important to address the contribution of the families and caregivers 
and provide them with a better support system and essential resources to better deal with the 
mental illness. 
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ABSTRACT 


Mental health is an integral and essential component of health. The WHO constitution states: 
"Health is a state of complete physical, mental and social well-being and not merely the absence 
of disease or infirmity." Today, it is recognized that good mental health is not just the absence of 
mental illness. Nor is it absolute - some people are more mentally healthy than others, whether 
you are mentally ill or not. In order to determine the mental health of adolescent school going 
children, government and private schools from the domain of Jaipur city were taken. A sample of 
total of 300 adolescents consisting of 150 government school adolescents and 150 private school 
adolescents were taken. The test used was Mental Health Battery (MHI) (Verma, J. and 
Srivastava, A.K. 1996). It was found that in all the dimensions of mental health, no significant 
difference was found for government and private school children. It is a matter of concern for all 
the parents, teachers and society as a whole that both the groups are poor on a mental health 
scale. 


Keywords: Audit, Mental Health, Adolescents 


Mental health means a sense of overall well being of a person. A mentally healthy person can 
strike a balance between the various facets of his/her life, can cope with stressful situations and 
is in a state of emotional well being. For this reason, mental health is crucial to a person’s well 
being and health in general. The World Health Organization defines mental health as "a state of 
well-being in which the individual realizes his or her own abilities, can cope with the normal 
stresses of life, can work productively and fruitfully, and is able to make a contribution to his or 
her community". Mental health is an integral and essential component of health. The WHO 
constitution states: "Health is a state of complete physical, mental and social well-being and not 
merely the absence of disease or infirmity." An important corollary of this definition is that 
mental health is described as more than the absence of mental disorders or disabilities. Today, 
we recognize that good mental health is not just the absence of mental illness. Nor is it absolute - 
some people are more mentally healthy than others, whether you are mentally ill or not. These 
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realizations are prompting a new kind of focus on mental health that identifies components of 
mental wellness and mental fitness and explores ways to encourage them. A group of 
psychologists, led by Martin E.P. Seligman, a psychology professor at the University of 
Pennsylvania and past-president of the American Psychological Association, wants to shift the 
emphasis in their discipline from a disease model to a health model, called “positive 
psychology. ’’Instead of looking at how society’s negative aspects affect us, their aim is to 
investigate the positive qualities that help people flourish. These include courage, optimism, 
hope, honesty, interpersonal skills, work ethic and perseverance. Taking the pulse of mental 
health brings different results for everyone; it’s unique to the individual. Providing behavioral 
health services in schools has been looked at as having both positive and negative sides to it 
(Evansa, 1999). On one hand it is argued that behavioral interventions yield positive outcomes if 
enmeshed with the school environment as compared to a clinical setting or a hospital. On the 
other hand, the concern for treating or providing a child with intervention without the parent’s 
consent or supervision is a cause for concern. The study also states behavioral health care is also 
forced upon students in some cases coming to the conclusion that utilization, consent and 
effectiveness are the three areas which need more attention and focus than what has been given 
till now. 

By reflecting on these characteristics, the strengths can be recognised and also the areas of 
mental fitness can be identified. In the health care and public health arena, more emphasis and 
resources have been devoted to screening, diagnosis, and treatment of mental illness than mental 
health. Very little has been done to protect the mental health of those free of mental illness. 


METHODOLOGY 


Objective: 

To explore mental health of adolescents in government and private school children. 

Hypothesis: 

There would be a significant difference between government and private school children on 
mental health. 

Variable of the study: 

Mental health, private and government schools. 

Instrument used: 

Mental Health Inventory (MHI) (Venna, J. and Srivastava, A.K. 1996) 

Description of the dimensions of Mental Health Inventory 

► Positive self evaluation (PSE). It includes self confidence, self acceptance, self identity, 
feeling of worth-whileness, realization of one’s potentialities, etc. 
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► Perception of reality (PR). It is related to perception free from need distortion, absence of 
excessive fantasy and a broad outlook on the world. 

► Integration of personality (IP). It indicates balance of psychic forces in the individual and 
indicates the ability to understand and to share other people’s emotions, the ability to 
concentrate at work and interest in several activities. 

► Autonomy (AUTNY). It includes stable set of internal standards for one’s action, dependence 
for own development upon potentialities rather than dependence on other people. 

► Group oriented attitudes (GOA). It is associated with the ability to get along with others, 
work with others and to find recreation. 

► Environmental Competence (EM). It includes efficiency in meeting situational 
requirements, the ability to work and play, the ability to take responsibilities and capacity for 
adjustment. 

► Instructions 

The following statements were carefully read to the children and they were asked to write their 
answers in the given Answer key- 1 . “There are four alternatives for answering each item; if your 
answer is “always” then write 4, if your answer is “often” then write 3, if your answer is 
“sometimes” then write 2 and if your answer is “never” then write 1. Please indicate your 
behavior by giving scores in the attached Answer key-1 at the right place that is most appropriate 
for you. There are no right or wrong responses and your responses would be kept completely 
confidential”. 

► Scoring 

In the present scale, 4 alternative responses have been given to each statement i.e Always, often, 
sometimes and never. 4 scores to ‘always’, 3 scores to ‘often’, 2 scores to ‘sometimes’ and 1 
score to ‘never’ marked responses as to be assigned for true keyed (positive) statements whereas 
1,2,3 and 4 scores for ‘always’, ‘often’, ‘rarely’, and ‘never’ respectively in case of false keyed 
(negative) statements. The starred items are negative while remaining positive. 

Statistics used: 

Mean, SD and t-ratio were calculated. 


RESULTS AND DISCUSSION 


Means , SDs and ‘t’-ratios on different dimensions of mental Health of adolescents of private 
schools ( N=150 ) and government schools ( N=150 ) 


Variable 

Group 

Mean 

Sds 

T-Value 

Sig 

1 : Positive self 

evaluation 

(PSE) 

Private 

Schools 

29.30 

4.619 

-.505 

.614 

Government 

Schools 

29.57 

4.755 

2: Perception of 
reality (PR). 

Private 

Schools 

21.59 

2.954 

-.922 

.357 

Government 

Schools 

21.91 

2.929 
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Variable 

Group 

Mean 

Sds 

T- Value 

Sig 

3: Integration 
of personality 
(IP). 

Private 

Schools 

29.93 

3.456 

-2.486 

.013 

Government 

Schools 

30.91 

3.324 

4: Autonomy 

(AUTNY). 

Private 

Schools 

15.45 

2.412 

.565 

.573 

Government 

Schools 

15.27 

2.882 

5: Group 

oriented 
attitudes 
(GOA). 

Private 

Schools 

28.31 

3.623 

1.486 

.138 

Government 

Schools 

27.69 

3.527 

6: 

Environmental 

Competence 

(EM). 

Private 

Schools 

26.36 

3.428 

-.256 

.798 

Government 

Schools 

26.47 

4.212 

Tot Mental 

Health 

Private 

Schools 

150.94 

11.438 

-.651 

.516 

Government 

Schools 

151.83 

12.140 


The above table depicts the Means, Sds, t-ratios and significance level of different dimensions of 
mental health of adolescent school going children in government(N=150) and private (N=150) 
schools. It was found that the various dimensions of mental health were not significantly 
different in the Private and government school groups. All the dimensions of Mental Health, viz., 
Positive Self Evaluation (t= -.505), Perception of Reality (t = -.922), Integration of Personality 
(t= -2.486), Autonomy (t = .565), Group oriented attitudes (t= 1.486), Environmental 
Competence (t= -.256) and total Mental Health ( t= -.651) had no significance difference 
between the two groups. 


DISCUSSION 


On administering the Mental Health Inventory on government and private school adolescents, it 
was found that that no significant difference was present between the mental health of 
adolescents of private schools and mental health of adolescents of government schools. The 
various dimensions of mental health i.e, Positive Self Evaluation, Perception of reality, 
Integration of Personality, Autonomy, Group Oriented attitudes, Environmental Competence 
along with the total score of mental health of both the groups showed no significant difference. 
Another aspect uncovered was, except for the dimension of Positive Self Evaluation, all other 
dimensions i.e, perception of reality, integration of personality, autonomy, group oriented 
attitudes, environmental competence along with the total score of all the dimensions, children of 
both private and the government schools scored ‘poor’ in all the dimensions. 
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The absence of a significant difference between the mental health of government and private 
school children can be looked in a appositive light but on deeper probe the absence of good or 
even average scores in all the dimensions are a cause for concern and the reasons should be 
explored. Hence, the Hypothesis that “there would be a significant difference between 
government and private school children on mental health has been disproved. 
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of Passivity in Schizophrenia 
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ABSTRACT 


It is seen in different researches that personality disorders tend to prevail before a full 
blown clinically significant mental illness to occur. Kurt Schneider's first rank symptoms 
of schizophrenia assists in making the diagnosis and he believed that experiences of 
somatic passivity were particularly characteristic of schizophrenia and included them 
among his ‘first rank’ symptoms. In this present study it was attempted to study patterns 
of personality that were predominant in patients with schizophrenia with somatic passivity. 
After thorough interview and test findings it was found that patients with somatic 
passivity showed narcissistic and dependent personality traits predominant, where as 
patients without somatic passivity showed schizophrenia spectrum cluster A personality 
disorders as predominant. 


Keywords: Somatic Passivity, Personality, Schizophrenia, Narcissism, Dependent. 

Schizophrenia is a disorder characterised by abnonnal thoughts, perception, behaviours and 
experiences. For many years, psychiatrists and researchers have attempted to understand 
mental illness and its relationship to the characteristics of the patients suffering from it, 
i.e., temperament, personality construct, attachment pattern. The association between 
predominant personality style and schizophrenia was first studied in the early years of 
20 th century. Some researchers proposed that previously present schizoid features deteriorates 
to schizophrenia ’ (Kraeplin, 1913; Bleuler, 1924; Kretschmer, 1925). Other authors suggested 
that schizophrenia was independent of the previous personality and that patients with 
schizophrenia could have previously had normal personalities or any other personality 
disorders apart from schizophrenia spectrum personality disorders (Jaspers, 1948; Schneider, 
1974). It has been suggested that personality disorders can be considered as intermediate 
points on a spectrum having mild traits at one extreme and serious symptomatic disorder 
at the other 4 ’ 5,6,7,8 (Krestchmer, 1925; Meehl 1962; Claridge, 1987; Siever and Davis, 1991; 
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Stone, 1993). Schizophrenic disorders seem to exist on a spectrum with cluster A 
personality disorders 9 (Kety et ah, 1968; Rosenthal et ah, 1971; Kendler et ah, 1981; Kendler 
and Walsh, 1995). Thus schizoid, schizotypal and paranoid disorders are made up by what 
are called ‘Schizophrenia spectrum personality disorders. Few other researchers and authors 
agreed upon the ideas by Jaspers and Schneider, have found which are not in the 
spectrum associated with schizophrenia 10,1 U2 (Arieti, 1974; Bleuler, 1978; Hogg et ah, 1990). 
But in spite of this notion, neurobiologists suggested compatible relationship between 
premorbid personality disorders and schizophrenia 13,14,15 (Murray and Lewis 1987; 
Weinberger, 1987; Lewis, 1989). As there is considerable ambiguity in the clinical 
symptomatology of schizophrenia, recent cognitive neuroscientific studies have sought to li nk 
specific symptom types to dysfunction in different neurocognitive networks 16,17 (e.g, Frith, 
1992; Spence et ah, 1997). 

Each and every symptoms found in specific disorders are influenced by particular 
personality pattern, again which was influenced by childhood experiences, psychosocial 
factors, biological, genetical and neurological factors. Volition is defined as ‘the action of 
continuously willing or resolving; the exercise of the will’, while the latter is the ‘the 
power of choice in regard to action’. Clinical psychiatry accepts that the ‘will’ can be 
impaired in many mental disorders, whereby the capacity to choose, can be compromised. 
Individuals in such cases may then be considered not responsible for their behaviour. 
People with mental disorders may be fully aware of their behaviour but will nevertheless 
do something that is harmful to self or others. This leaves with the question about the 
capacity to resist. Kraepelin referred to impairments of self-awareness and self-regulation 
in schizophrenia as being part of the deficit in executive control. A defect in volition 
was central to his notion of dementia praecox, which he saw as being ultimately linked 
to a loss of will. It is now known that executive function is subserved at least in part 
by the prefrontal cortex and that there is prefrontal cortical dysfunction in schizophrenia. 
Patients with schizophrenia and affective psychosis experience phenomenon as not 
belonging to themselves, overwhelming and made from outside. According to Schneider, 
this is because of the Toss of the very contours of the self. Every human being has a 
structure of personality type, which leads the person to act accordingly. Because of the 
personality pattern, one becomes vulnerable to certain mental distresses. An example of a 
passivity experience in which a patient feels that his own actions are being created, not 
by himself, but by some outside force. The actions in question can be very trivial, such 
as picking up a cup or combing one’s hair. Other examples of passivity include thoughts 
or emotions being made for the patient by outside forces. One hypothesis for passivity 
phenomena (or delusions of alien control) is that the inability to detennine the agency of 
intentional movement may arise from the dysfunction of an internal self-monitoring 
system that normally permits distinctions between internally generated and external 
influences on intentional behaviour ’ ’ (Frith, 1997; Feinberg and Guazzelli, 1997; Frith 
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and Done, 1989). The patient with delusions of control carries out the actions he intends. 
For example, he correctly carries out the actions requested by an experimenter. He recognises 
that these actions are successful and does not try to stop or correct them; and yet, at the 
same time, he experiences these actions as being made for him by alien forces. 

In this present retrospective study, it was hoped to elucidate particular pattern of personality 
that might leads to somatic passivity in an individual having schizophrenia. Patients with 
schizophrenia show abnonnalities on basic dimensions of personality ’ ~ (Berenbaum and 
Fujita, 1994; Kentros et ah, 1997;). These personality disturbances may be a manifestation 
of liability to schizophrenia 23,24,25 (Chapman et ah, 1994; Claridge, 1987; Kendler et ah, 1993; 
Lenzenweger and Loranger, 1989; Meehl, 1989). Comparing schizophrenia with experiences 
of passivity and schizophrenia without experiences of passivity may yield insights into 
which personality disturbances are common to which symptomatology, clinical severity, 
and which only occur with psychosis. For the development of symptoms of passivity, 
li nk s can be drawn from many aspects like delusion of control, some form of suspiciousness, 
dependency and power. So the only association with schizophrenia spectrum personality 
disorder can get faded if finely investigated. Each form of symptoms has its own source 
and course and that is needed to be found out in order to understand the manifestations. 
Psychiatry deals with individuals of same disorder with variety of symptoms of different 
source and course and manifestations. Each individual is different from the other. Somatic 
experiences found in patients with schizophrenia is generally rare than other schizophrenia. 
What is the reason? Some individuals only show particular symptoms while others not. Is 
there a pattern of prefonned personality that is influencing the symptoms? 

Objectives of the research: 

■f To elucidate personality traits predominantly present in patients who later develop 
schizophrenia. 

•S To determine the relation, if any, between certain personality traits with the 
development of somatic passivity, in the patients with schizophrenia. 


METHOD 


Sample: 

34 male indoor patients diagnosed with schizophrenia were taken, among which 13 
patients had symptoms of somatic passivity and made volition along with other symptoms 
of schizophrenia and the rest 2 1 patients had no sign of somatic passivity and made 
volition. All patients were taken from indoor psychiatry department of Calcutta National 
Medical College and Hospital and Ranchi Institute of Neuroscience, Psychiatry and Allied 
Sciences. 
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Inclusion Criteria: 

The patients were at least 18 years old in order to be able to make diagnoses 
of personality disorders with minimum of 8th grade education level. The patients were 
in remission of the acute stage of the illness so that the severe symptoms would 
not influence in the collaboration of the interviews. Cooperation during evaluation 
from the patient’s side and infonnant’s side was given preference as it is a 
retrospective study. 

Tools used 

a. PANSS: The Positive and Negative Syndrome Scale (PANSS) is a medical scale used 
for measuring symptom severity of patients with schizophrenia. It was published in 
1987 by Stanley Kay, Lewis Opler, and Abraham Fiszbein. This was used in order to see 
the severity level of symptoms as only patients in remission were included. 

b. CAPS: The 32-item CAPS measure is a reliable, self-report scale, which uses neutral 
language, demonstrates high content validity, and includes subscales that measure 
distress, intrusiveness, and frequency of anomalous experience. This was used to know 
and interview about the types and forms of somatic passivity one is experiencing. 

c. MCMI-III: It is a psychological assessment tool intended to provide infonnation on 
personality traits and psychopathology, including specific psychiatric disorders outlined 
in the DSM-5. It is intended for adults (18 and over) with at least a 5 th grade reading 
level who are currently seeking mental health services. 

Findings: 

34 men were included in this work, of which 21 patients with no sign of somatic 
passivity and made phenomenon were given personality questionnaire with prolong 
interviews. It was found that 66% of them were found to have “avoidant” personality 
pattern. 19% has “schizoid” and rest were found with “schizotypal” pattern. On the other 
hand, when assessing personality pattern of the group of patients with symptoms of 
somatic passivity and made volition, one or two patterns together found of which most 
prominent were dependent, narcissistic and paranoid. 84% individuals found with narcissistic 
and paranoid pattern, 61% with dependent pattern, 23% schizotypal and 16% schizoid. 
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Table 1: This table showing kinds of personality patterns found in number of individual in 
both the groups 


PATIENTS WITH SOMATIC PASSIVITY 

PERSONALITY 

NUMBER OF 

PATTERNS 

INDIVIDUALS 

Scale 1 SCHIZOID 

2 

Scale 2A AVOIDANT 

2 

Scale 2B DEPRESSIVE 


Scale 3 DEPENDENT 

8 

Scale 4 HISTRIONIC 


Scale 5 NARCISSISTIC 

11 

Scale 6A ANTISOCIAL 


Scale 6B SADISTIC 


Scale 7 COMPULSIVE 


Scale 8A NEGATIVISTIC 


Scale 8B MASOCHISTIC 


SEVERE 

NUMBER OF 

PERSONALITY 

INDIVIDUALS 

PATTERNS 


Scale S SCHIZOTYPAL 

3 

Scale C BORDERLINE 


Scale P PARANOID 

11 


PATIENTS WITHOUT SOMATIC 

PASSIVITY 

PERSONALITY 

NUMBER OF 

PATTERNS 

INDIVIDUALS 

Scale 1 SCHIZOID 

4 

Scale 2A AVOIDANT 

14 

Scale 2B DEPRESSIVE 


Scale 3 DEPENDENT 


Scale 4 HISTRIONIC 


Scale 5 NARCISSISTIC 


Scale 6A ANTISOCIAL 


Scale 6B SADISTIC 


Scale 7 COMPULSIVE 


Scale 8A NEGATIVISTIC 


Scale 8B MASOCHISTIC 


SEVERE PERSONALITY 

NUMBER OF 

PATTERNS 

INDIVIDUALS 

Scale S SCHIZOTYPAL 

3 

Scale C BORDERLINE 


Scale P PARANOID 

14 


DISCUSSION 


Many early researches, including this study suggest that there is a predisposition to 
personality disorders in different clinical syndromes of axis I, and schizophrenia is no 
exception. Moreover, each disorder is more related to certain personality construct 
26 (Docherty et al., 1986; Fiester et al., 1990; Mors and Sorensen, 1994; Oldham et ah, 
1995). A clear predominance of ‘eccentric’ and ‘fearful’ group personality pattern was 
found, when assessing which of them occur in schizophrenia, it is found that the 
schizophrenia spectrum are quite frequent: schizoid, schizotypal and paranoid. In addition 
attention is driven to the fact that different other personality patterns are also frequent, 
like avoidant, dependent, narcissistic. From this point of view it could be thought as 
Meehl (1990)" stated that there are two forms of schizophrenia; one with genetic 
diasthesis previously expressed for the spectrum personality disorders, and another fonn, 
a non genetic copy of the previous one, which would appear without previous 
personality disorders or with personality disorders which are different from those of the 
spectrum. There is a strong association among the avoidant, schizoid and schizotypal 
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personality disorders which is supported by the correlation study. The association among 
these disorders, frequently demonstrated by different authors, suggests that they are 
elements of the same pathological continuum, with differences which are basically of 
degree, which range from minimum to maximum as follows: avoidant, schizoid and 
schizotypal personality disorders ’ (Gunderson et ah, 1983; Gunderson and Siever, 1985; 
Livesley et ah, 1985; Widiger and Frances, 1985; Dhal, 1986; Widiger et ah, 1988; Johnson, 
1991; Schroeder and Livesley, 1991; Nurnberg et ah, 1991). 

In the current study, it was found that patients with somatic passivity showed 
predominance of narcissistic and dependent personality pattern with paranoid ideas. In 
narcissistic personality disorder, fear related to self-esteem regulation and risk of falling 
short can underlie and motivate a range of behaviour. 30 High achievements can be 
motivated by interpersonal ignorance and distancing by fear of humiliation, or being 
overpowered and lose control. Studies and observations raise several questions about the 
interaction between identifying, processing, and controlling fear from the perspective of 
narcissistic self-regulation. So in the present study, the result of Narcissistic personality 
pattern found in schizophrenia with somatic passivity, made volition, might finds its 
source in the fear of such personality where a person needs to be controlled by outside 
force to lose control or being over-powered. 

Experience of passivity, delusion of control in narcissistic individual with paranoid and 
dependant personality pattern has a strong connection among them. Psychoanalytic studies 
have primarily attended to the intrapsychic aspects of decision making in narcissistic 
personality patterns. Fear can influence decision-making by engulfing either an individual's 
sense of agency or sense of identity, or both. The former can affect competence, while 
the latter can cause self-confusion and uncertainty about who one really is. Although not 
currently acknowledged as a diagnostic or clinical indicator of narcissistic personality, 
nevertheless, remarkable lapses in some narcissistic individuals’ decisions can force them 
into unbearable situations and life crises that call for urgent need of intensive treatment. 
In clinical settings, therapists can face a paradoxical discrepancy between such patients' 
consistent self-control and proactive competence, and their sudden disparate decision 
strategies that seem ruled by immediate short-term gain and mis-judgment, or by ignorance 
of salient negative or even destructive consequences, especially in interpersonal areas. 
Usually referred to either as narcissistic crises or trauma motivated by urgent, defensive 
push for protection and enhancement of self-esteem, or by avoidance of perceived 
inevitable ultimatums, many of the roots and underpinnings for such decision-making are 
still relatively unknown. 

In other words, narcissistic patients do not depend on others like dependent ones do, but 
need other’s approval and admiration, most of all when there is a risk of approval and 
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admiration by the world disappearing. Nothing should challenge these grandiose aspects, 
as patients can feel invalidated and hurt, or a fragile self can surface and feel threatened 

3 1 

(Dimaggio et ah, 2007). In both situations patients may react angrily for self defensive 
purposes, or become depressed which further can lead to malfunctioned way to fulfd the 
self-needs. 

32 

Unhealthy dependency can manifest itself with periods of vindictive rage towards the 
significant other and self. In narcissists the rage is a transition state (Dimaggio et ah, 
2002), which gets activated when they see others as rejecting or hindering their goals, 
and serves to avoid the shift towards the empty depressive state, in which, instead of 
blaming others, narcissists collapse under their own perception of limited personal worth. 
Moreover, a narcissist’s joy is essentially ‘about and for self and only apparently li nk ed 
to the state of a relationship. In the dependent patient, on the other hand, maintaining the 
other’s presence and attention remains necessary for maintaining the joyful mental state 34 
(Carcione & Conti, 2007). 

In narcissists, a lack of events capable of feeding the grandiose self-image; for example, 

-sc 

after the joy for an earlier success has deflated and self-esteem (Dimaggio et ah, 2002). 
All this studies also hypothesises the concept that somatic passivity, delusion of control, 
made phenomenon can be the result of repeated lack in feeding of self esteem which is 
simultaneously giving origin to vindictive rage and hopelessness of not controlling the 
situation. When these are guided by paranoid ideas, full blown delusion can be lead. 

Table 2: Percentage of personality patterns found in two respective groups 


Schizophrenia without 
somatic passivity and 
made volition 

Schizophrenia with 

somatic passivity and 

made volition 

Avoidant + Paranoid - 
66% 

Paranoid+ Dependent + 
Narcissistic - 61% 

Schizoid- 19% 

Narcissistic + Paranoid+ 
Schizotypal- 23% 

Schizotypal- 14% 

Schizoid + Avoidant- 16% 


CONCLUSION 


We are aware of several weaknesses in the present study due to the retrospective method 
of gathering data. Also in the remission phase, negative symptoms can affect the data, 
though with thorough interview was done to avoid contamination of information. 
Personality disorders in schizophrenia are a generally neglected area of research, 
probably due to the methodological difficulties. We propose future prospective studies of 
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personality disorders in subjects at high risk of developing schizophrenia, such as the 
children of schizophrenic parents, focusing on the presence of these personality traits 
found to be frequent in schizophrenia in the present study. In this research gender 
differences were not considered because of the variable ‘somatic passivity, as this seemed 
quite rare in schizophrenic population, so further study can be done to see personality 
construct differences among males and females. Also it can be compared in future the 
differences in personality patterns leading to somatic passivity among different 
psychiatric disorders. Further comparison of cognitive and experiential study can be done 
with somatic passivity in schizophrenia, conversion, and the alien-hand syndrome 
(associated with damage to the supplementary motor area and/or the anterior corpus 
callosum) 
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